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NOTE. 


—— 


TueE Society does not hold itself responsible for the views 
enunciated in the papers which are read at its meetings. 

In the second volume of these Transactions will be com- 
menced the Index of current gynecological and obstetric 
literature of all countries, prepared with the codperation of 
Dr. J. S. Britxines, U. S. A., in charge of the National 
Medical Library in Washington. The first part will em- 
brace the period from July 1, 1876, to Jan. 1, 1877. 
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MINUTES OF THE PROCEEDINGS 
AT THE 


INAUGURAL MEETING 


OF THE 


AMERICAN GYNECOLOGICAL SOCIETY, 


HELD IN THE 


ACADEMY OF MEDICINE, NEW YORK, 
JUNE 3, 1876. 
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INAUGURAL MEETING. 


IN response to a summons issued on May 24, a number of 
gynecologists from various parts of the United States came to- 
gether at the Hall of the Academy of Medicine, New York, 
on June 3, 1876, for the purpose of forming a Society for the 
advancement of the special department of medicine in which 
they were chiefly interested. 

The meeting was called to order by Dr. J. R. Chadwick, of 
Boston, and at once organized by the election of Dr. E. R. Peas- 
lee, of New York, as Chairman, and Dr. Chadwick as Clerk. 

Dr. Peaslee made the following remarks on taking the chair : — 


GENTLEMEN, — We have come here to-day from the different 
States of our Union for a very important purpose, — the organi- 
zation of a National Association for the promotion of knowledge 
in the departments of Obstetrics and Gynecology. 

In the name of the profession of New York I welcome you to 
this city ; and in the name of my city confréres here present I 
welcome you to this Hall, consecrated by the New York Acad- 
emy of Medicine to the advancement of all the branches of med- 
ical science and art. 

Thanking you for the honor conferred upon me in electing me 
to preside over your deliberations on this occasion, I would beg 
your attention to the business for which we have met. 

It will be, of course, necessary to adopt a name, a constitu- 
tion, and by-laws for the contemplated association, to which’ 
subjects all present have probably given some thought. As pre- 
liminary to these topics, I will call for some remarks upon the 
general plan of organization from Dr. Chadwick. 


Dr. Chadwick spoke as follows : — 


GENTLEMEN, — The call to which you have responded by your 
presence here to-day, was addressed to a limited number of recog- 
nized gynecologists after consultation with several of the promi- 
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nent men of Boston, New York, Philadelphia, and of the West. 
It was not intended to include all those whose labors in this field 
of medicine would-fully entitle them to an honored place in our 
ranks, but simply to form a nucleus round which the gynecol- 
ogists of the country should cluster. 

It seems the most fitting tribute to our national greatness that 
those who have striven to advance the noble causes of humanity, 
of science, of art, in any of their departments, should take steps 
in this Centennial year to prosecute their labors in the coming 
century with renewed vigor, and under more favorable circum- 
stances. These remarks apply with more than common force to 
our branch of medicine, in which America can justly claim to 
stand preéminent. 

With the men whose faces I see around me for codperators, I 
predict for our projected society a brilliant future. 

With regard to the special plan under which we should organ- 
ize, it has been generally conceded to be better for our Society to 
have a restricted membership, and to require high qualification 
in the candidates for admission. By this means membership will 
come to be coveted, and our discussions be more profitable. The 
Other features of the plan may more properly be considered on 
presentation of the constitution and by-laws, I will therefore 
move that a committee of three be appointed by the chair to 
draw up and present these. 


The motion being seconded and passed, the chair appointed 

Drs. T. G. Thomas, of New York, John Byrne, of Brooklyn, 
and Theophilus Parvin, of Indianapolis. 
' While this committee was out, the Secretary called the roll, 
which was responded to by nineteen gentlemen, as follows : Drs. 
Fordyce Barker, E. R. Peaslee, T. A. Emmet, T. G. Thomas, 
J. M. Sims, I. E. Taylor, E. Noeggerath, W. T. Lusk, P. F. 
Munde, of New York ; John Byrne, A. J. C. Skene, of Brook- 
lyn; A. D. Sinclair, G. H. Bixby, J. R. Chadwick, of Boston ; 
W. Goodell, of Philadelphia ; T. Parvin, of Indianapolis ; W. H. 
Byford, of Chicago, Ill.; E. W. Jenks, of Detroit, Mich.; J. D. 
Trask, of Astoria, N. Y. 

Letters were read from Drs. D. H. Storer, C. E. Buckingham, 
G. H. Lyman, W. L. Richardson, of Boston; W. L. Atlee, R. A. F. 
Penrose, E. Wallace, A. H. Smith, T. M. Drysdale, J. V. Ingham, 
of Philadelphia; S. C. Busey, of Washington; E. Van de Warker, 
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of Syracuse ; J. P. White, of Buffalo; R. Battey, of Rome, Ga. ; 
J. C. Reeve, of Dayton, O.; G. J. Engelmann, of St. Louis, Mo., 
heartily endorsing the projected society, and’promising their co- 
operation. 

On motion of Dr. Taylor, the names of Drs. H. P. C. Wilson 
and W. T. Howard, of Baltimore, were added to the list of orig- 
inal Fellows. 

On motion of Dr. Barker, the names of Drs. J. T. Johnson, of 
Washington, and H. F. Campbell, of Augusta, Ga., were likewise 
added, and the total number fixed at thirty-nine Fellows. 

A Constitution and By-laws for the society were then reported 
by the Committee, which, after discussion of the clauses, seriatim, 
were adopted with only a few modifications. 

On motion of Dr. Chadwick, a committee of five was then ap- 
pointed by the chair to nominate a list of officers for the first 
annual meeting, in accordance with the Constitution. It con- 
sisted of Drs. Trask of Astoria, Sinclair of Boston, Jenks of 
Detroit, Noeggerath and Lusk of New York. 

The following list of officers was reported, and unanimously 
elected by ballot : — 

President, FORDYCE BARKER. 

Vice-presidents, W. L. ATLEE, W. H. Byrorp. 

Council, J. M. Stms, W. GoopeELL, T. PARvin, G. H. Lyman. 

Secretary, J. R. CHADWICK. 

Treasurer, P. F. MUNDE. 

The President elect was immediately conducted to the chair 
by the temporary chairman, Dr. Peaslee, and after calling the 
meeting to order, made the following remarks : — 


“T regret that indisposition from a severe cold renders me 
physically and mentally incapable of expressing my appreciation 
of the honor which I have just received at your hands, in such 
terms as I should desire, or of making any extended remarks 
appropriate to such an occasion. For myself, this meeting has 
been a succession of surprises. 

“T will confess that I have been surprised to see such a num- 
ber of representative men brought together for this purpose from 
other and distant cities. While I heartily approved of the forma- 
tion of a national society which should have for its object the 
promotion of knowledge in all that relates to the diseases of 
women and to obstetrics, I must make the humiliating confession, 
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that in my inmost heart I did not give my brethren, who have at 
such cost and sacrifice of time come to this city for this purpose, 
the credit for such zeal and devotion to that department of sci- 
ence to which they have dedicated their lives, as this gathering 
demonstrates. This is assuredly a most favorable augury for the 
future of this society. 

“ My next surprise was at the perfection and completeness of 
detail with which all preparation had been made for such a meet- 
ing, and the rapidity and harmony of the organization. ‘There 
has been no diversity of sentiment as to the feasibility and utility 
of such an organization — no waste of time in the discussion of 
trivialities in regard to the phraseology of the Constitution — no 
wrangling in regard to the By-laws. All seem to have been 
actuated by acommon spirit of earnestness to make the society 
successful and useful. 

“‘T feel greatly embarrassed in speaking of my third surprise. 

“ Scientific societies seem to be governed in their selection of 
office-bearers by one of two principles. One is to confer honor 
upon individuals in their election of officers. The fact that there 
are others who by their contributions to the literature, science, 
and art of our department, would have been entitled to this posi- 
tion, to which I can lay no claim, is a demonstration that the 
principle which I have just enunciated has not governed your 
choice. 

“The other principle is to select such men for office-bearers as 
will most efficiently perform the duties which pertain to the office. 
Whether your decision in the present case be wise or not, must 
be determined by the future. : 

“With a strong feeling of apprehension that it has not been 
wise in one instance, I can only engage to do all that earnest 
zeal and such ability as I possess can effect, to secure you from 
the conviction that my distrust is but too well founded. 

“I must reserve what I have to say in addition, for the address, 


which, by the Constitution of our Society, I am bound to give at 
our next meeting.” 


At five Pp. M. the Society adjourned, having voted that the first 
Annual Meeting should be held in New York, on September 13, 
14, and 15, 1876. James R. Cuapwick, Secretary. 
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MEETING OF THE COUNCIL. 


Immediately after the adjournment of the Society, a meeting 
of the Council was called, at which were present Drs. Barker, 
Byford, Chadwick, Goodell, Munde, and Parvin. 

An hour was passed in earnest discussion of the measures best 
calculated to promote the interests of the Society. 

Two topics were voted to be suitable for special discussion at 
the first Annual Meeting of the Society: Incision of the Cervix 
Uteri, and the After-treatment of Ovariotomy. 

On motion of the Secretary he was authorized to make arrange- 
ments with Dr. J. S. Billings, in charge of the library of the Sur- 
geon-general’s office, in Washington, to obtain for each volume 
of the Transactions of the Society, a complete index of the cur- 
rent gynecological and obstetric literature of the twelve months 
preceding. 

A Committee, consisting of Drs. G. H. Lyman, P. F. Munde, 
and the Secretary, was appointed to prepare the programme for 
the Annual Meeting. 

Adjourned at six P. M. James R. Cuapwick, C/erk, 


AMERICAN GYNECOLOGICAL SOCIETY. 


CONSTITUTION. 


I. This Society shall be known as the American Gynecological 
Society. 

II. The object of this Society shall be the promotion of knowl- 
edge in all that relates to the Diseases of Women and to Ob- 


stetrics. 
FELLOWS. 


III. The Fellows of the Society shall consist of Fellows and 
Honorary Fellows. 

The Fellows shall not exceed sixty in number. 

The Honorary Fellows shall not exceed ten American and 
twenty-five foreign. 

Candidates shall be proposed to the Council one month before 
the first day of meeting by two Fellows, and on recommendation 
of the Council shall be balloted for at the Annual Meeting, a list 
of the names having been sent to every Fellow with the notifica- 
tion of the meeting. 

A two-thirds affirmative vote of all the Fellows present shall 
constitute an election, thirty Fellows, at least, being present. 

No one shall be eligible for active Fellowship until he shall 
have submitted to the Council a paper on some subject connected 
with Gynecological Science. 


HONORARY FELLOWS. 


IV. The power of nominating Honorary Fellows shall be vested- 


in the Council. 


The election shall take place in the same manner as that of 
ordinary Fellows. 


They shall enjoy all the privileges of other Fellows, but shall 


not be required to pay any fee, or be allowed to hold any office 
or cast any vote. 
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OFFICERS, 


V. The officers of the Society shall be a President, two Vice- 
presidents, a Secretary, and a Treasurer, who with four other 
Fellows shall constitute the Council of the Society. 

They shall be nominated by a Committee of three Fellows ap- 
pointed by the President on the first day of the Annual Meeting. 
The Nominating Committee shall report on the following day and 
the election take place by ballot on the third day of the meeting. 
A majority of the votes cast shall constitute an election. 

The officers shall enter upon their duties immediately before 
the adjournment of the meeting at which they are elected, and 
shall hold office for one year. 

Provided ; That the officers of the first meeting shall be elected 
immediately after the adoption of this Constitution and these By- 
laws at the Inaugural Meeting. 

_ Any vacancy occurring between the annual meetings shall be 
filled temporarily by the action of the Council. 

All officers shall be eligible for reélection. 


ANNUAL MEETING. 


VI. The Annual Meeting of the Society shall be held at such 
time and place as shall be designated by the Society at the previ- 
ous Annual Meeting. It shall continue for three days unless 
otherwise ordered by a vote of the Society. 

The first meeting shall, however, be held in New York, on 
September 13, 14, and 15, 1876. 


AMENDMENTS. 


VII. This Constitution may be amended by a two-thirds vote 
of all the Fellows present at an Annual Meeting, provided that 
notice of the proposed amendment has been given in writing at 
the Annual Meeting next preceding, and the same been printed 
in.the notification of the meeting at which the vote is to be taken. 


AMERICAN GYNECOLOGICAL SOCIETY, 


BY-LAWS. 


PRESIDENT AND VICE—-PRESIDENTS, 


I. The President and Vice-presidents shall discharge the duties 
belonging to their respective offices. The President shall be ex- 
officio chairman of the Council. 


SECRETARY, 


II. The Secretary shall attend, and keep a record of all the ~ 


meetings of the Society and of the Council, of which latter he 
shall be ex-officio Clerk. 

At each Annual Meeting he shall announce the names of all 
who shall have ceased to be Fellows since the last report. 

He shall superintend the publication of the Transactions under 
the direction of the Council. 

He shall notify candidates of their election to Fellowship. 

He shall send notifications of the Annual Meetings, and of the 
meetings of the Council. 

At the Annual Meeting of the Society, he shall read the minutes 
of the previous meeting, and of all the meetings of the Council 
that have been held during the current year. | 


TREASURER. 


Ill. The Treasurer shall receive all moneys due, and pay all 
debts. He shall render an account thereof at the Annual Meet- 
ing, when an Auditing Committee shall be appointed to report. 


COUNCIL. 
IV. The Council shall meet as often as the ‘interests of the 
Society may require. 
Five members shall constitute a quorum. 


BY-LAWS. II 


It shall have the management of the affairs of the Society, sub- 
ject to the action of the Society at its Annual Meetings. 

It shall consider the claims of the candidates recommended to 
it for admission to Fellowship, and shall have the sole power of 
making the nominations. 

It shall arrange the order for the edi of papers at the 
Annual Meetings. 

It shall not have power to make the Society liable for any debts 
exceeding in total one hundred dollars in the course of any one 
year, unless specially authorized by a vote of the Society. 

It shall have the entire control of the publications of the So- 
ciety, with the power to reject such papers or discussions as it 
deems best. 

The President, or any three members, may call a meeting, 
notice of which shall be transmitted to every member two weeks 
previous to the meeting. 

The Council shall determine questions by vote, or —if de- 
manded — by ballot, the President having a casting vote. 

The Council shall constitute a Board of Trial for all offenses 
against the Constitution and By-laws, or for conduct unbecoming 
an honorable physician, and shall have the sole power of moving 
the expulsion of any Fellow. 


ORDER OF BUSINESS. 


V. The Order of Business at the Annual Meetings of the So- 
ciety shall be as follows : — 


I. General Meeting at 10 A. m. each day. 
1. Reports of Committees. 
2. Reading of Papers and Discussion of the same. 


II. The Business Meeting shall be held during the first hour 
of the third morning session, at which only Fellows of 
the Society shall be present. The Secretary’s Records 
shall then be read ; the Treasurer’s Accounts be sub- 
mitted ; the Reports of Committees on other than scien- 
tific subjects be received ; and all miscellaneous busi- 
ness be transacted. 


PAPERS, ETC. 


VI. The titles of all papers to be read at any Annual Meeting 
shall be forwarded to the Secretary not later than one month be- 
fore the first day of the meeting. 
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No paper shall be read before the Society which has already 
been printed, or been read before another body. 

All papers that may be read before the Society, and sidenpedd 
for publication, shall become the property of the Society, and 
their publication shall be under the control of the Council. 


QUORUM. 
VII. A quorum for business purposes shall be fifteen Fellows. 


DECORUM. 


VIII. No remarks reflecting upon the personal or professional 
character of any Fellow shall be in order at the Annual Meetings, 
except when introduced by the Council. 


ASSESSMENTS. 


IX. Every Fellow shall pay in advance the sum of ten dollars 
annually. 

Any Fellow, whose subscription shall be more than nine months 
in arrears, shall be reminded of the fact by the Treasurer in wri- 
_ ting ; in event of payment not being then made, he may, on vote 
‘of the Council, be dropped from the Society. 


AMENDMENTS. 


X. Any of these By-laws may be amended, repealed, or sus- 
pended, by a two-thirds vote of the Fellows present at any meet- 
ing, provided previous notice in writing has been given at the 
annual meeting immediately preceding the one at which the vote 
is to be taken, 
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and 15, 1876. 


WEDNESDAY, September 13, 1876. 


Morning Session.—'The meeting was called to order by the 
President, Dr. Fordyce Barker, of New York, at 10 a. M., and 
the roll called by the Secretary. The following Fellows re- 


sponded : — 


W. L. ATLEE . 
FORDYCE BARKER 
G. H. BIXBY . 

W. H. BYFORD. 

J. BYRNE eR 
H. F. CAMPBELL 

J. R. CHADWICK . 
T. M. DRYSDALE 

T. A. EMMET : 
G. J. ENGELMANN . 
W. GOODELL 

W. T. HOWARD 

E. W. JENKS . 

J. T. JOHNSON . 

W. T. LUSK 

G. H. LYMAN 

P. F. MUNDE 

E. NOEGGERATH 
T.PARVIN . 

E. R. PEASLEE ; 
W. L. RICHARDSON 
A. J. C. SKENE 

A. H. SMITH . 
PreraAyrTOoR . —. 
T. GAILLARD THOMAS. 

J.D. TRASK . : Sethian, ©. 
Peete. ie 
H. P. C. WILSON 


Total, 28 Fellows. 
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NEw YORK. 

BosTOn, Mass. 

NEw YORK. 

NEw YORK. 
INDIANAPOLIS, Ind. 
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ASTORIA, N. Y¥. 
BUFFALO, N. Y. 
BALTIMORE, Md. 


= 
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After a few cordial words of greeting, the President called for 
the Address of Welcome by Dr. T. Gaillard Thomas of New York, 
who responded as follows : — 


“As Chairman of the Committee of Arrangements, the agree- 
able duty is assigned to me of welcoming to New York the mem- 
bers of this Society and those guests, not being members, who 
honor us by their presence. We may regard it as an auspicious 
omen for the future that at our inaugural meeting we have so 
goodly a representation of members and honored guests from a 
distance. 

“Our Secretary has informed you that he has received cordial 
letters from nearly all the distinguished gynecologists of the Old 
World, and we have with us a representative man from England, 
whose name is known wherever Obstetrics is practiced as a sci- 
ence. Iam sure that we will all join in extending to Dr. Robert 
Barnes, of London, a most cordial welcome. In the fulfillment 
of the pleasant duty allotted to me, I have not only to bid you 
welcome, and give expression to the pleasure which your pres- 
ence confers, but also to thank you for the compliment paid this 
city in its selection as the place for the first meeting of the Amer- 
ican Gynecological Society. 

“We are all aware that the spirit which has created this So- 
ciety is neither sporadic nor endemic in its character. It is a 
spirit shared in by the entire profession of our day. It is that 
spirit which demonstrates itself by bringing together men who are 
thinking in the same direction, and laboring in a common field. 
It is that spirit which calls together the ophthalmologists, the 
aurists, the laryngoscopists, and the neurologists, each depart- 
ment, like separate guilds engaged in the erection of a great 
structure, carving and shaping and polishing the stone which is 
to constitute its contribution to the majestic edifice of medicine. 
Surely the time has come when gynecologists should be united in 
a Society like that in the inauguration of which we are now tak- 
ing part, for it is safe to assert that during the last half century 
no special department of medicine has made more decided and 
rapid advances than that whose interests are here to be fostered. 
I feel sure, furthermore, that I shall not be charged with indulging 
in an undue degree of national pride, when I express the belief 
that nowhere else has this department been cultivated with more 
ardor, or received more faithful attention than in this country. 

“American gynecologists look with high hopes to the future of 
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this Society, and I am confident that you will join with me when 
I assure our guests from a distance, that whatever of prosperity, 
whatever of success, whatever of renown may attend that future, 
their names will be pleasantly and indelibly connected with it. 
They have come to us while our Society is yet in its infancy, and 
are, as it were, attendant upon its baptismal ceremony. They 
come to us before it has taken its place among the societies of 
the world, and they bring to it their sympathy and endorsement. 
I am sure that these gentlemen will not deny us the claim of 
looking upon them as god-fathers of the Society and sponsors at 
its baptism. 

“When I Bachan how short a time is allotted to the accom- 
plishment of the work which has been arranged for our first ses- 
sion, I feel the necessity of brevity in these remarks. Let me, 
therefore, gentlemen, conclude as I began, by offering you a cord- 
ial welcome to New York, and extending to you the hospitality 
of our homes.” 


At the close of these remarks Dr. Barnes was, by vote of the So- 
ciety, invited to be its guest, and to take a seat upon the platform. 

The following gentlemen being present, were invited to partici- 
pate in the discussions during the sessions of the Society : — 

Dr. Gaenslen, of Texas ; Dr. Trenholme, of Montreal, Canada ; 
Dr. Hodder, of Toronto, Canada; Dr. Rosebrugh, of Hamil- 
ton, Canada; Dr. Reamy, of Cincinnati, Ohio; Dr. Taliaferro, 
of Atlanta, Ga. 

The President then called for a paper on : — 

2. “The Etiology of Uterine Flexures, with the proper mode 
of treatment indicated,” by Dr. T. A. Emmet, of New York. 

Discussion by Drs. Barker, Peaslee, Barnes, White, Howard, 
Taylor, and Chadwick. Vide page 48. 

The President appointed as Committee of Nominations, Drs. 
E. W. Jenks, of Detroit ; J. T. Johnson, of Washington ; and A. 
J. C. Skene, of Brooklyn ; and as Auditing Committee, Drs, G. 
H. Lyman, of Boston; E. Noeggerath, of New York ; and G. J. 
Engelmann, of St. Louis. 

Adjourned at 1 P. M. 


Afternoon Session. —'The Meeting was called to order by the 
President at 3 P. M. 

Drs. W. Fox, of Madison, Wis.; G. E. Sassdorf, of Macon, 
Ga. ; Charles Shepard, of Grand Rapids, Mich.; F. M. Eveleth, 


22 PROCEEDINGS OF THE FIRST ANNUAL MEETING. 


of Waldoborough, Me. ; T. P. Seeley, of Chicago, Il. ; John T. 
Hodgen, of St. Louis, Mo., being present, were invited by vote 
to participate in the discussion during the sessions of the Society. 

3. “Cicatrices of the Cervix Uteri, and of the Vagina,” by 
Dr. A. J. C. Skene, of Brooklyn, N. Y. 

Discussion by Drs. Byford and Emmet. Vide page grt. 

4. “Extirpation of the Functionally Active Ovaries, for the 
Remedy of otherwise Incurable Diseases,”’ by Dr. Robert Battey, 
of Rome, Ga. 

Owing to the absence of Dr. Battey because of illness, this 
paper was read only by title, and the subject made a special topic 
for discussion at the next Annual Meeting. Vide page tor. 

5. “On Central Rupture of the Perineum,” by Dr. J. Matthews 
Duncan, of Edinburgh, Scotland. 

This paper, though announced on the programme, was received 
too late to be read at the meeting. Vide page 121. 

6. “ Viburnum Prunifolium ; its Uses in the Treatment of the 
Diseases of Women,” by Dr. E. W. Jenks, of Detroit, Mich. 

Discussion by Drs. Barker, Smith, White, and Mundé. Vide 
page 127. 

“On the Importance of the Uterine Ebb as a Factor in Pelvic 
Surgery,” by Dr. H. R. Storer, of London, Eng. 

The object of the paper was to show the necessity of selecting 
the post-catamenial period as the time for performing uterine 
operations. ‘The views expressed were briefly discussed by Drs. 
Campbell, Trenholme of Montreal, Parvin, and Engelmann. 

7. “An Illustration of Xenomenia,” by Dr. T. Parvin, of 
Indianapolis. Vide page 135. 


The Society adjourned at 5 P. M. ; 


Tuurspay, September 14. — 


Morning Session, at 10 A. M. The President in the chair. 
. Dr. Joseph A. Eve, of Atlanta, Ga., was introduced by Dr. By- 


ford, and by vote of the Society invited to take a seat upon the 


platform. 

Drs. Ira Russell, of Massachusetts ; John T. Bates, of New 
York ; Ward, of Alabama; B. B. Brown, of Baltimore, Md., were 
by vote invited to participate in the discussions during the ses- 
sions of the Society. | 

1. Annual Address by the President, Dr. Fordyce Barker, of 
New York. Vide page 31. 
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8. On the Relations of Pregnancy to General Pathology, by Dr. 
Robert Barnes, of London, England. 

Discussion by Drs. Peaslee, Lusk, Richardson, and Noeggerath. 
Vide page 137. 

g. The Spontaneous and Artificial Destruction and Expulsion 
of Fibrous Tumors of the Uterus, by Dr. W. H. Byford, of 
Chicago, III. 

The discussion by Drs. Atlee, Goodell, Drysdale, Emmet, 
Thomas, and Wilson, took place on Friday morning. Vide page 
168. 

The following letter from Dr. John C. Dalton, of New York, 
was read : — 

NEW YORK, September 12, 1876. 
Dr. J. R. CHADWICK, Secretary of the American Gynecological Society : — 

Dear Sir, — Many thanks for your invitation, to be present at 
the meeting of the American Gynecological Society, which I shall 
be most happy to accept. I would also avail myself of your kind 
offer to lay before the members of the Society a request on my 
behalf. I am desirous of obtaining fresh specimens of the human 
ovaries for special investigations in regard to the Corpus Luteum, 
both in the menstruating and pregnant condition ; and I should 
feel much indebted to any members of the Society who would do 
-me the favor to transmit to me, for examination, both ovaries and 
if possible the uterus, in any case where they may have the op- 
portunity of doing so, and do not require the organs for their 
own purposes ; provided definite information can be had in re- 
gard to the date and character of the last menstruation or preg- 
nancy. 

I would suggest as the best mode of transmitting the ovaries, 
that as soon as possible after being taken from the body, and 
without being cut open, they be wrapped in two or three thick- 
nesses of soft cotton or linen cloth, slightly wetted with water, 
just sufficiently to preserve the natural moisture of the parts, but 
not to soak or macerate them,—this-covered with a layer of 
coarsely powdered gum camphor, about half an inch thick, — and 
the whole enveloped in a sheet of india rubber or oiled silk, and 
enclosed in a tight pasteboard or tin box. The package enclosing 
also the particulars of menstruation, last illness, etc., can then be 
sent by express (unpaid) to my address, at 41 West 48th St., New 
York. With much regard, : 

Yours very respectfully, 
ToC. DALTON, 
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On motion of the Secretary, it was voted to comply with this 
request, and Dr. Dalton was invited to report the result of his 
investigations to the Society at its next Annual Meeting. 

On motion of the Secretary, it was voted to comply with the 
request contained in the following letter : — 


To THE AMERICAN GYNECOLOGICAL SOCIETY :— 
Mr. President, —The members of the Gynecological Society 


are requested to communicate to the Society of the Superintend- . 


ents of the Institutions for Idiots, any facts which may come to 
their knowledge bearing upon the exceptional conditions of 
mothers during pregnancy, in connection with the exceptional 
congenital conditions of their children, namely: Idiocy, Paralysis, 
Chorea, Epilepsy, Cecity, Strabism, Surdity, Mutism, Monstros- 
ities, etc., with as many details as possible. 

The communications may be addressed until May 1, 1877, to 
Dr. Isaac Kerlin, Superintendent of the Institution for Feeble- 
minded Children, Media, Pennsylvania. 

Very truly, yours, 
H. B. WiLsur, President. 
E, Secuin, Vice-president. 
New York, September 13, 1876. 


A message of sympathy was voted to be sent to Drs. Robert 
Battey, of Rome, Ga., and C, E. Buckingham, of Boston, Mass., 
on account of the illness which prevented their attendance upon 
the meeting. 

Adjourned at 1 P, M. 


Afternoon Session, at 3 P.M. Vice-president, Dr. Byford, in the 
chair. 

10. Report of a case of Abdominal Pregnancy, treated by Lap- 
arotomy, by Dr. T. G. Thomas, of New York. 


Discussion by Drs. Barnes, Drysdale, Engelmann, Chadwick, 


and Byford. Vide page 185. | 

11. Pneumatic Self-replacement in Dislocations of the Gravid 
and Non-gravid Uterus, by Dr. H. F. Campbell, of Augusta, Ga. 

Discussion by Drs. Emmet, Munde, Smith, Chadwick, Peaslee, 
and Wilson. Vide page:198, 

Owing to the shortness of time remaining for the presentation 
of the other communications on the programme, the two next 
papers were, with consent of the authors, read by title only. 
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12. Hydrate of Chloral in Obstetric Practice, by Dr. W. L. 
Richardson, of Boston, Mass. Vide page 246. 

13. Labor complicated with Uterine Fibroids and Placenta 
Previa, by Dr. J. R. Chadwick, of Boston, Mass. Vide page 255. 

Dr. S. S. Purple, President of the New York Academy of 
Medicine, and Dr. Ellwood Wilson, of Philadelphia, being pres- 
ent, were made guests of the Society, and by vote invited to 
participate in the discussions. 

-Adjourned at 5 P. M. 


FRIDAY, September 15. 


Business Meeting at 9 A. M., with closed doors. The President 
in the chair. 

The records of the Inaugural Meeting were read and accepted. 

The Treasurer then made the following report : — 


Cash received from Annual Dues of Fellows . . $360.00 
Sundry Small Expenses . .... .. i 4.76 
Balanceon hand ... . . . $355.24 


Approved by the Auditing Committee, consisting of Drs. 
Noeggerath, Lyman, and Engelmann. 

On motion of the Secretary, the Council was by vote given full 
powers to publish the Transactions of the First Meeting, and to 
draw upon the Treasurer for such sums of money as might be 
necessary for that purpose. 

A motion was made by Dr. W. H. Byford that the Society 
adopt the Code of Ethics of the American Medical Association. 
It was not carried. 

Votes of thanks to the President and Fellows of the New York 
Academy of Medicine for the use of their hall; and to the New 
York Fellows of the Society for their hospitality during the ses- 
sions of the Society, were passed unanimously. 

After a long discussion the time of the next meeting was fixed 
for the last week in May. 

Dr. G. H. Lyman, in behalf of the Boston Fellows, extended 
an invitation to the Society to hold its next meeting in Boston, 
which was accepted. 

The Committee on Nominations reported, through its chair- 
man, Dr. Jenks, that, in view of the recent organization of the 
' Society, and the satisfactory manner in which the exceptional 
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duties devolving upon its first officers had been performed ; and, 
furthermore, in view of the fact that the time for the next meet- 
ing had been changed, so that it would be held before the Society 
would have completed its first year of existence, they respectfully 
renominated the present incumbents. 

The report was accepted, but subsequently reconsidered on 
motion of Dr. Thomas. 

On motion of Dr. Thomas, it was voted that the Committees 
of Nomination be always instructed to nominate two candidates 
for each office. 

The Committee of Nominations, after a brief absence, nom- 
inated two Fellows for each office. The Society then elected by 
ballot its former board of officers, as follows : — 

President, FORDYCE BARKER, of New York. 

Vice-presidents, W. L. ATLEE, of Philadelphia ; W. H. Byrorp, 
of Chicago. . 

Secretary, J. R. CHaDwick of Boston. 

Treasurer, P. F. MuNDE of New York. 

Other Members of the Council, J. MARION Sims, of New York ; 
W. GooDELL, of Philadelphia; T. Parvin, of Indianapolis; G. H. 
Lyman, of Boston. 

The Secretary, in behalf of the Council, presented a list of 
names, as nominations for Honorary Fellowship. The Society 
elected by ballot the following gentlemen : — 

Robert Barnes, M. D., of London, England ; Joseph A. Eve, 
M. D., of Augusta, Georgia, U. S. A.; Thomas Keith, M. D., of 
Edinburgh, Scotland; E. Koeberlé, M. D., of Strassburg, Ger- 
many ; Alfred H. McClintock, M. D., of Dublin, Ireland ; Karl 
Schroeder, M. D., of Berlin, Germany ; Gustav Simon, M. D., 
of Heidelberg, Germany; T. Spencer Wells, Esq., of London, 
England; Melville B. Wright, M. D., of Cincinnati, Ohio, U.S. A. 

On motion of the Secretary, it was voted that the Society 
would not hold itself responsible for the views enunciated in the 
papers presented at its meetings. 


Morning Session at 10.30 A.M. The President in the chair. 

Discussion of Dr. Byford’s paper. 

14. “Latent Gonorrhea with regard to its Influence on Fertil- 
ity in Women,” by Dr. E. Noeggerath, of New York. 

Discussion by Drs. Barker, Trenholme of Montreal, Engelmann, 
Chadwick, Johnson, and Taliaferro of Atlanta, Ga. Vide page 
268. 
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1s. “On Death from Urinemia in Certain Cases of Malignant 
Disease of the Uterus,” by Dr. A. Wiltshire, of London, England, 
was read by the Secretary. 

Discussion by Drs. Parvin, Campbell, Skene, Barker, and Wil- 
son. Vide page 301. 

16. “ Hermaphroditism,” by L. Tait, F. R. C. S., of Birming- 
ham, England. 

This paper, announced on the programme, was not received 
- until after the meeting. Vide page 318. 

The next paper, was by consent of the author, read by title 
only. 

17. “‘Cases of Cystic Tumors of the Abdomen and Pelvis,” by 
Dr. G. H. Bixby, of Boston, Mass. Vide page 326. 

Adjourned at 1 P. M. 


Afternoon Session. — The Society met at 3 Pp. M., the President 
in the chair. 

18. “ A Case of Solid Uterus Bipartitus ; both Ovaries removed 
for the Cure of Epileptic Seizures ascribed to Ovarian Irritation,” 
by Dr. E. R. Peaslee, of New York. 

Discussion by Drs. Trenholme of Montreal, Thomas, Noegge- 
rath,and Emmet. Vide page 340. 

1g. ‘Clinical Memoir on Some of the Genital Lesions of 
Childbirth,” by Dr. W. Goodell, of Philadelphia, Penn. 

Discussion by Drs. Emmet, Campbell, Wilson, Skene, Jenks, 
Howard, Barker, and Atlee. Vide page 306. 

As the hour for adjournment had arrived, the two following 
papers were read by title: — 

20. “The Origin and History of Calculi, formed in the Blad- 
der after the Cure of Vesico-vaginal Fistula by Operation,” by 
Dr. H. F. Campbell, of Augusta, Ga. Vide page 354. 

21. “Rare Forms of Umbilical Hernia in the Fetus,” by Dr. J. 
R. Chadwick, of Boston, Mass. Vide page 364. 

Dr. Engelmann was, by vote, invited to continue his micro- 
scopic studies of the uterine mucous membrane, and to report 
upon the same at the next meeting. 

The President closed the session with the following re- 
marks : — 


“Before we adjourn permit mé to congratulate the Society on 
its auspicious commencement, as evinced by the full attendance 
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of its Fellows, the presence of distinguished members of the pro- 
fession from every part of the country and from Canada, and the 
interest of the general profession of this city in our proceedings 
as manifested by the large numbers present at both our morning 
and afternoon sessions. We have also had the pleasure of wel- 
coming one of the most eminent obstetricians of Great Britain, 
who has greatly added to the interest of our meeting by the con- 
tribution of a valuable and suggestive paper, and by his partici- 
pation in our discussions. 

“JT feel confident that the papers which have been read, and 
the discussions which have followed, have not disappointed the 
expectations of the founders of the Society, or those who ere 
honored us by their presence. . 

‘“‘ Permit me to express the hope that the success of this meet- 
ing will stimulate all to continued and persistent effort, — that 
the papers which will be prepared for the next meeting will be of 
such a standard of excellence as worthily to represent our na- 
tional progress in that department of our common profession 
which it is the province of this Society to cultivate; that this 
Society will long be a bond of union and friendship among its 
Fellows, who are so widely separated in their daily life; and 
that every Fellow will feel it a matter of conscientious duty, at 
whatever sacrifice of private interests, to attend its annual meet- 
ings.” 


Adjourned at 5 Pp. M., to meet in Boston on May 30, 31, and 


June 1, 1877. 
James R. CHADWICK, Secretary. 


PAPERS 
READ AT THE 
FIRST ANNUAL MEETING 
OF THE 
AMERICAN GYNECOLOGICAL SOCIETY, 


HELD IN 


NEW YORK, SEPTEMBER 13, 14, AND 15, 1876. 


ANNUAL ADDRESS. 


BY FORDYCE BARKER, M. D., PRESIDENT, 
New York. 


In this memorable year of our nationality, we have organ- 
ized a society having for its object, as expressed in our Con- 
stitution, the promotion of knowledge in all that relates to 
the Diseases of Women and to Obstetrics. 

We have now met for the first time, to begin our work ; 
and may we not hope that at the annual gathering of each 
coming year, this work may be done so well that when an- 
other hundred years have passed, the centennial anniversary 
of this Society may be well worthy of commemoration by 
those who are to succeed us? May we not confidently an- 
ticipate that this Society will exert a marked influence in 
stimulating inquiry, investigation, and recorded observation, 
and thus be an important agent in contributing to the prog- 
ress of science and our national reputation in this branch of 
our profession? May we not secure for it such a charac- 
ter, by zealous, honest, able work, as that all who aim for 
reputation in the department of Obstetrics and Gynecology, 
will seek to obtain membership, as giving the seal and stamp 
of eminence? Can we not now, in the beginning of its 
career, give it such a direction, impress, and tone, that each 
annual volume of our Transactions shall contain papers of 
value so great that all intelligent men in the profession, who 
strive to keep abreast with the progress of science will desire 
to secure a copy, and that at the centennial anniversary of 
this Society a hundred volumes of its. Transactions will fairly 
represent our national contributions to the progress of sci- 
ence and art in Obstetrics and Gynecology ? 

If the future of this Society. prove to be as great a suc- 
cess as I am sure we all hope it may, then he who sug- 
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gested its formation, and those who have assisted in its or- 
ganization, have done a great work and will be entitled to 
high honor therefor. I may say this frankly, because I can 
lay no claim to the honor of either suggesting or planning 
its organization. 

I cannot adequately express my appreciation of the unde- 
served honor which I have received at your hands, an honor 
which I esteem more highly than any that has before been 
conferred upon me. Fully conscious as I am that there are 
others who have a much better claim to the position of Presi- 
dent from what they have done by their contributions in lit- 
erature and science, or from the important improvements in 
practice which they have originated, I accept the distinction 
as an expression of personal kindness. Failing in words to 
appropriately acknowledge this kindness, I can only show 
my gratitude by a zealous, honest effort to perform the duties 
of the office so as to secure for our meetings the most effi- 
cient work. I hope for a measure of success, because I rely 
with confidence upon your kind aid and hearty codperation. 
As you all know, the conception of this Society originated 
with a gentleman who deemed this an appropriate year to 
combine in a national organization certain representative 
men who had become prominent by their writings and their 
labors in Obstetrics and Gynecology. By personal con- 
sultation and correspondence with a considerable number, 
as large as the limited time would permit, it was found that 
the scheme was regarded with great favor. A meeting was 
called for organization, which was attended by gentlemen 


from several of the largest cities of the Union, and which - 


was endorsed and approved by correspondence which repre- 
sented every part of the country. In the organization of the 
Society, it was deemed wise to have the number of members 
limited, so that active working men only should be enrolled 
and membership esteemed an honor ; and as the time had 
been too short for consultation and approval of all whose 
position and reputation would secure membership, only two 
thirds of the full number admissible were elected. It was 
from no invidious discrimination that some, who are entitled 
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by what they have done, either in Obstetrics or Gynecology, 
to an original membership equally with those who are in- 
cluded, have been left out, but it was because, either from 
lack of personal acquaintance or from their topographical 
position, there was no opportunity to ascertain their wishes 
and their views in regard to the scheme. It is confidently 
believed that these will seize an early opportunity to become 
members, by presenting such papers as will do’ honor .to 
themselves and to the Society. The influence of a few such 
men, whose reputation is already established, will do much 
to stimulate others, who have a growing reputation but still 
a name to make, to work in the same direction and adopt 
the same means for gaining membership. The decision of 
the Council to publish in each volume of the Transactions a 
complete bibliography of everything that appears pertaining 
to Obstetrics and Gynecology during the current year, not 
only in English but in foreign literature, will undoubtedly se- 
cure to papers in these Transactions a larger class of special 
readers than could be obtained through any other medium of 
publication. 

The status of this Society in the scientific world, will be 
determined by the character and value of the papers pub- 
lished in its Transactions, and by the tone and ability of 
its discussions. I cannot permit myself to doubt that it will 
soon attain such a position that the title, “ Fellow of the 
American Gynecological Society” affixed to the name of the 
writer of a paper on any subject which relates to Obstetrics 
and Gynecology, will be so strong a presumptive evidence 
that such a paper must have value, as to secure perusal from 
all interested in the topics discussed. | 

I hope that it will not be considered as offensively pre- 
sumptuous on my part, if I venture to offer a few sugges- 
tions in relation to the character of the papers which are to 
be laid before the Society and also in regard to the discus- 
sions at its Annual Meetings. The papers which the So- 
ciety will receive must necesarily be of two classes. 

(1.) Those which would be useful and interesting to be 
read and discussed at our meetings. 

3 
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All subjects relative to questions in pathology and practice 
which have not yet been settled by the general sentiment of 
the profession will most appropriately belong to this class. 
On many questions it is to be presumed that members have 
given much thought and study and can bring to bear on 
their discussion the results of mature inquiry and a clear and 
forcible statement of the reasons which have lead to positive 
convictions and well defined rules of practice. In some 
papers, the novelty of opinions advocated and the original 
methods of practice proposed, whether medical or surgical, 
may be so exclusively a matter of individual experience, that 
all discussion at first must necessarily be limited to inquiries 
and a priori objections, founded on anatomical, physiologi- 
cal, or pathological grounds. Papers of this class should be 
the subject of a most searching and thorough examination ; 
for they may be either mischievous, and their effect for evil 
must be: effectually exposed, or they may possess positive 
value which should lead to prompt acceptance and adoption. 
No doubt many such will be offered to us, which will require 
the continued discussion and the accumulated observation of 
years, before the question is absolutely settled. There are 
many such questions still open in practical Obstetrics and a 
larger number in subjects connected with Gynecology. As 
opinions and rules of practice based on the experience of a 
thousand observations often reverse the opinions and rules 
of practice based on the experience of hundreds and tens, so 
many questions, which we now deem settled, will, as observa- 
tions which are thoroughly to be trusted accumulate in the 
larger proportions of thousands and millions, have to be re- 
opened and new results both as regards doctrine and prac- 
tice will be reached. 

One of the useful results which flow from the formation of 
societies for the advance of science, is that it leads to origi- 
nal and independent research and has a tendency to over- 
come blind reverence for authority. Thus it may happen, 
and it often has happened in science, that one stands alone. 
One who has most thoroughly studied a subject in all its 
aspects, and who has convinced himself, by what he believes 
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to be incontrovertible facts and careful reasoning, that the 
opinions he holds are sound, may find himself like the jury- 
man associated with eleven obstinate men. But truth will 
eventually triumph ; and the personal consideration whether 
the one or the eleven be obstinate, is a matter of no impor- 
tance. If writers on scientific subjects only appreciated how 
indifferent the world is to personal controversies, with what 
aversion and contempt it regards abuse, with or without ar- 
gument, much of the acrimony and bitterness, which unfor- 
tunately often mar the discussion of questions of science, 
would disappear. In general, the violence of the personal 
abuse is in inverse ratio to the importance of the subject. 
As for example, 1 have seen nothing which surpasses the 
ferocious temper and violent denunciations of philological 
disputants, where the whole subject of controversy is only 
what Hamlet avowed that he was reading, “words, words.” 

(2.) A second class of papers is of such a character that no 
one could listen to the reading of them with interest or ad- 
vantage. The time of the Society could be better occupied 
than by the hearing of papers of this kind, because they 
require careful perusal and private study. There is a large 
class of topics, which it should be the province of this So- 
ciety to examine, that cannot be properly treated in a foren- 
sic discussion. All practical questions, which involve great 
statistical research, analysis, and deduction, and all papers 
based on original physiological, anatomical, and pathological 
studies, must come under this category. 

As illustrating what I mean, I may refer to a paper by 
one of our Fellows, published many years ago, on Rupture 
of the Uterus, which every writer on the subject at the 
present day is compelled to allude to and quote from; to 
a paper which has recently been published by another of our 
Fellows on the Internal Structure of the Uterus; and to 
another essay by a gentleman in Cincinnati, on Erysipelas 
and Childbed Fever, published a year ago. 

Now, papers of this class would most appropriately appear 
in our Transactions ; they would help to give the Society a 
high scientific position, and to cause a demand for our 
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Transactions by reading, thinking men in the profession 
outsidé of our Society, but they are not such papers as could 
be profitably read at our meetings. 

Let it then be understood at the beginning, that the vote 
of the Council to publish a paper, but not to have it read at 
our Annual Meeting, is not an expression of opinion as to its 
merit, for undoubtedly such will be the action of the Council, 
in regard to some of our best papers. 

We havea right to expect papers of value from candidates 
for membership. I beg to suggest that those which possess 
such merit as to secure from the Council a nomination for 
election should be published in our Transactions, but that 
the names of those who are unsuccessful be kept secret, and 
that the authors be informed that their papers can be re- 
turned. There may be every year more or less of such 
papers well worthy of publication in Medical Journals, but 
which fail to reach that standard of excellence which should 
secure membership. In the Academy of Medicine of Paris, 
and some other societies, where election to membership is a 
test of high attainments, candidates frequently fail to secure 
an election, two or three times successively, who afterwards 
attain the position sought for, and in some instances they 
have been the members who have reflected upon the society. 
its highest distinction. Without insisting that our selection 
of members should depend solely or eyen chiefly on the liter- 
ary quality of the candidate, we surely may demand that one 
who has acquired such a reputation as to make him a desir- 
able member of the Society should furnish such a written 
justification of that reputation as would merit a place in our 
Transactions. 

As regards the discussions at our meetings, I may be 
permitted to say that they should be the expression of care- 
ful study, deliberate judgment, and mature experience. The 
time of the Society is too valuable to be taken up by listen- 
ing to the crude, impulsive, badly-arranged outbursts of the 
moment ; and no thoughtful man will run the risk of jeop- 
ardizing such a reputation as a Fellowship of this Society 
should imply, by speaking on a subject, unless he has al- 
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ready formed distinct opinions, and can clearly state the 
mental processes by which he has arrived at these opinions. 
I am far from intending to suggest that our discussions 
should be written out and read. This would destroy all 
rhetorical brilliancy in debate, all liveliness of repartee, and 
indeed the life of our meetings. The keen analysis which 
finely dissects the fallacy of an argument, the good humored 
sarcasm which makes clear and transparent an absurd prop- 
osition, if spontaneous and impersonal, will be enjoyed by all, 
even by the victim; but the same weapons of debate, if 
written in cold blood and deliberately read, often sound 
brutal, and are offensive to good taste and good feeling. 
So let us by all means encourage and sustain oral discus- 
sions and make them as lively and brilliant as possible, but 
never personal! In scientific societies, for some reason 
which philosophy has not explained, it seems especially 
necessary to guard against a sensitiveness which assumes 
that a criticism is intended to be personal, when the attack 
is directed only against the statements, reasoning, and doc- 
trines of the person. It, of course, is the duty of the chair 
to guard against personal attacks, and if any one should feel 
that he is attacked, he should deem it unnecessary to defend 
himself, for his most effective defense will be found in the 
contempt and aversion felt toward the aggressor. It is to 
be anticipated, that papers will be read on controverted 
pathological doctrines, obscure points of diagnosis, and dis- 
puted questions of practice ; and it will be mainly papers of 
this class which will give rise to oral discussions. We may 
expect that those who have studied in the same direction 
will be able to add other facts, either confirming or refuting 
the doctrines advocated. No one has aright to complain if 
ignorance of the science of the past be exposed, if false as- 
sumption be made manifest, or if keen criticism be brought 
into play to point out errors in fact, errors in logic, or errors 
in practice. 

It may be profitable and interesting rapidly and briefly to 
contrast the stand-point in science and in practice from 
which our Society starts, with that of the period which we 
now commemorate as our National Centenary. 
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I think it may be truthfully asserted, that in Obstetrics and 
Gynecology the progress in science, and consequently the 
improvements in practice, have been greater during the past 
one hundred years than the whole advance made during the 
previous ten centuries. Much also of the learning of the 
past, which had been lost or buried in oblivion, has been 
brought to light, and has given an impetus to new investiga- 
tions and new discoveries. The literature of one hundred 
years ago was so extremely limited, that it is not probable 
that a single private library in Europe contained thirty vol- 
umes devoted to subjects relating to Obstetrics and Gynecol- 
ogy, or that any physician in this country possessed one 
quarter of this number of volumes. The works on Mid- 
wifery by English authors, published during the preceding 
one hundred years, and which I mention in the order of 
their date of publication, were by Giffard, Chapman, Bur- 
ton, Smellie, Pugh, Cooper, Lake, Johnson ; “The Anatomy 
of the Gravid Uterus,’ by William Hunter, published in 
1774; Hamilton’s “ Elements of the Practice of Midwifery,” 
White on “ The Management of Pregnant and Lying-in Wo- 
men,” and Rigby’s Essay on “ Uterine Hemorrhage,” pub- 
lished in 1775. The books previously published by Eng- 
lish authors were obsolete, and indeed were of little value. 
With the exception of the works by Giffard, Smellie, Hamil- 
ton, White, Rigby, and William Hunter, those I have just 
mentioned represent the knowledge of the day, chiefly ac- 
quired from Continental authors, rather than original con- 
tributions to science. The works of Guillemeau, Puzos, 
Mauriceau, Peu, Dionis, Astruc, La Motte, Levret, and 
Daventer had appeared in English translations, and Roe- 
derer's “Elementa Artis Obstetriciz” was undoubtedly well 
known to some. German literature was not then cultivated 
in England, and we may suppose it to have been wholly un- 
known to any members of the profession in this country, 
and Roederer, who wrote in Latin, is probably the only Ger- 
man writer then known to obstetricians. The teaching of 
Fries at Strassburg, of Crantz at Vienna, of Meckel at 
Berlin, and greater than all, that of Georg Wilhelm Stein, 
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was limited in its influence, during the lifetime of these 
men, to those countries where the German language was 
spoken. At the present day so many, both in England and 
in this country, are familiar with German literature, that it 
is no longer safe to appropriate as original what has been 
previously published by some German author. 

In 1776, there can hardly be said to have been any litera- 
ture on the Diseases of Women, for Gynecology as a science 
had then no existence. Astruc on “ Diseases of Women,” 
which had been translated into English, was the only work 
exclusively devoted to this subject. There was much inci- 
dentally alluded to in works on Surgery and the Practice of 
Medicine, and many important papers in the Transactions 
of Scientific Societies, particularly in France, but this 
knowledge had not been culled out and brought together 
by a class of industrious and useful workers who are now 
so numerous. Hence much of the knowledge of Gyne- 
cology, which it is evident from the writings of Aetius and 
Paulus A®gineta, belonged to the profession down to the 
seventh century, finds no place in the Medical literature of 
the eighteenth. 7 

The speculum and the uterine probe, by means of which, 
chiefly, this department of the profession has been raised to 
the rank of a special science, had been known and probably 
were used to a limited extent by a few, as they are men- 
tioned by several writers of the seventeenth century ; but no 
allusion to either of these instruments can be found by any 
writer in the English language, and it is not probable that a 
single man in England or America ever made use of either 
of them until within the past half century. 

If we now compare the obstetrical science of a hun- 
dred years ago with that of to-day, the contrast will be still 
more striking. The work of William Hunter on “The Anat- 
omy of the Gravid Uterus,’ published in 1774, was a contri- 
bution to science, exceeding in value and importance any 
before made to Obstetrics, and it will stand for all time. He 
laid a solid foundation on which to build up Obstetrics as a 
science, and his name will be enrolled among the Band 
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of Immortals. More recent investigations in the same di- 
rection have demonstrated the distinction in anatomical 
structure and arrangement, in physiological functions, and in 
pathological changes between the cervix and the body of the 
uterus. The facts that the wonderful developments which 
take place in the structure of the uterus during gestation for 
the nutrition and retention of the fecundated ovum, pertain 
exclusively to the body of the uterus, that it is the lining 
membrane of this part of the organ alone which undergoes 
such remarkable changes during menstruation, gestation, 
and the puerperal period, and that forms the decidua and 
participates in the development of the placenta, and that 
the changes which take place in the cervix during gestation 
are solely those which prepare this portion of the uterus for 
the function of parturition, are the great additions to our 
knowledge of the anatomy of the uterus of the past fifty 
years. As a natural deduction from these new truths in the 
anatomy and physiology of the organ, it has been learned 
that the pathology of the cervix differs from that of the 
body in its proclivity to disease and its tolerance of trau- 
matic injuries, the gravity of the influence of disease or 
traumatism on the general health, and the tendency to res- 
toration either spontaneously or by the resources of art. 
Our predecessors a hundred years ago had only a crude 
general knowledge of the anatomy and functions of the 
ovaries. The discovery of the independent existence of the 
ovule by Von Baer was the beginning of a series which have 
now unfolded the intimate structure and function of these 
organs. The processes of ovulation and the formation and 
significance of the corpus luteum are now understood, while 
much obscurity in regard to generation has been cleared up. 
How difficult and uncertain must have been the diagnosis 
of pregnancy in obscure cases— which are by no means 
rare — when there was no knowledge of the physiological 
‘changes which pregnancy effects in the cervix uteri, when 
auscultation of the sounds of the fetal heart and the uterine 
souffle was unknown, when dad/ottement and the intermittent 
contractions of the gravid uterus had never been pointed 
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out, all of which are now presumed to be known by every 
one who asks the confidence of the public as an obstetric 
practitioner. 

Of the diseases of pregnancy, chloro-anemia and albu- 
minuria — the two most important of all — had never been 
recognized or described. It may also be added, that little 
was known a century ago, in regard to the pathology and 
appropriate treatment of the serious nervous affections, 
chorea, eclampsia, and the various paralyses. 

The pathology of the decidua and ovum had then received 
no attention. Hypertrophy of the decidua, vesicular degen- 
eration of the chorion, fatty degeneration of the placenta, 
and the blood transformations in the placenta, which until 
recently were believed to be due to inflammation in this 
organ, find no place in any obstetric work published forty 
years ago. As the pathology of the ovum and the uterine 
system has been developed, so there has been a correspond- 
ing advance in our knowledge of the causes, prevention, and 
treatment of abortion and its consequences. 

On the other hand, any physician, a century ago, who 
would have ventured to produce abortion on account of pro- 
longed vomiting and inability to retain nutrition, would un- 
doubtedly have been regarded both by the profession and 
the public as reckless, unscrupulous, and unprincipled. The 
moral right under any circumstances to induce premature 
labor, had been earnestly discussed prior to the period that 
we are now considering. But it is only within a very recent 
date, that the ethical sense of the profession has settled the 
question that it becomes the duty of obstetricians to resort 
to this procedure when a careful analysis of all the condi- 
tions of the case and sound reasoning have decided that it 
is a necessary measure to give a chance for saving the life 
of the child without adding materially to the risk of the 
mother, and in a still larger number of instances, when it is 
imperative in order to save the mother, disregarding the 
probabilities in regard to the child alone. 

If we compare the knowledge of: Mauriceau, of La Motte, 
of Giffard, of Smellie, as to the mechanism of parturition 
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with that of all well-informed obstetricians of the present 
day, we must come to the conclusion that the successful re- 
sults obtained by the greatest accoucheurs were the triumphs 
of individual genius, rather than the scientific application of 
established laws. The presenting part was sought, but the 
relations of the presenting part to the different points of the 
superior strait were not recognized or studied. The differ- 
ent steps of flexion, descent, rotation, extension, and external 
rotation had never been analyzed or described. The suc- 
cessive changes in the relations of the diameters of the fetus 
to the diameters of the pelvis in normal labors being un- 
known, all attempts to aid a difficult labor by the resources 
of art could have been governed by no scientific principles 
and must have been experimental. From the philosophic 
study of the mechanism of delivery, has resulted an approxi- 
mation to definite rules of practice in every variety of pre- 
sentation and position, which, although far from the perfec- 
tion of exact science, is in remarkable contrast with the blind 
groping of our predecessors. What a flood of light has been 
thrown by the numerous observations of many minds, on 
the various causes of dystocia and the resources of art which 
may overcome it! In no one point has the advance been 
more striking, more positive and more important, than in 
respect to the use of the forceps. It may be confidently as- 
serted that no obstetrician, of acknowledged position, would 
“confess with regret, that towards the end of thirty years’ 
practice, I found much less occasion for the use of instru- 
ments than I had in the beginning” or would “conclude that 
the person, who, in proportion to the extent of his practice, 
meets with the most frequent occasion for the use of the in- 
struments knows least of the powers of nature,” as did Bard, 
our first American author on Obstetrics, and he undoubtedly 
represented the accepted opinions of the profession, with but 
few exceptions, until within the last decade. It was univer- 
sally held that the use of the forceps was attended with great 
risk to the mother and child, and therefore that they never 
were justifiable unless all hope of natural delivery was at an 
end and symptoms of exhaustion began to appear. But at 
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the present day, the danger from the use of the forceps, when 
the head is in the pelvic cavity or pressing on the perineum, 
is regarded as so trivial, as compared with the danger to 
both mother and child from delay, that the terse enunciation 
of the law, by Dr. George Johnston, recently the distin- 
guished Master of the Rotunda Hospital, Dublin, that, “ Our 
established rule is that so long as nature is able to effect its 
purpose without prejudice to the constitution of the patient, 
danger to the soft parts, or the life of the child, we are in 
duty bound .to allow the labor to proceed; but as soon as 
we find the natural efforts are beginning to fail, and after 
having tried the milder means for relaxing the parts or stim- 
ulating the uterus to increased action, and the desired effects 
not being produced, we consider we are in duty bound to 
adopt still prompter measures, and by our timely assistance 
relieve the sufferer from her distress and her offspring from 
an imminent death,” must be accepted as a settled tenet in 
Obstetrics. The glamour of danger which obscured percep- 
tion as to when the use of the forceps is indicated un- 
doubtedly originated in confounding the difficulty and skill 
demanded in their use, in the comparatively few cases where 
they are required when the head is at or above the superior 
strait, as being equally true in the many cases where we now 
use the instruments when the head is in the cavity. 

A study of the history of the use and abuse of ergot, might 
serve “to point a moral and adorn a tale” as illustrating 
how settled convictions and practice change with the pro- 
gress of science and the accumulation of experience. For a 
series of years, it was often administered to accellerate par- 
turition, until slowly it became known that its use sometimes 
resulted disastrously to the mother and was always attended 
with considerable danger to the child, and it was found that 
we had safer means for stimulating the inert or exhausted 
uterus ; so that at the present day, I believe it to be rarely 
given for this purpose, while we still find it an invaluable 
agent, when delivery has been accomplished, in securing the 
woman against the danger of post-partum hemorrhage, and 
in notably diminishing the liability to after-pains. 
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The most wonderful of all the discoveries that has been 
made in obstetric practice is the use of Anesthetics, which, 
when properly administered, have no injurious effect upon 
either mother or child, but by which, the dread and horror 
that haunts many a poor woman for weeks before labor is 
in a great measure changed to a feeling of safety and immu- 
nity from the greatest of all suffering that human nature is 
called upon to endure; which calms the extreme agitation 
and mental excitement that labor often produces in nervous 
women; by which the physical pains of parturition have 
been greatly relieved or abolished, and the nervous shock 
and exhaustion of delivery in many cases averted ; which 
accellerates the termination when the progress of labor is 
retarded from pain occasioned by previous disease, and where 
the irregular and partial contractions cause intense and al- 
most constant pain, but have no effect to advance the labor ; 
and in other cases, by overcoming spasmodic contraction of 
the cervix and tetanic rigidity of the perineum, while in the 
class of cases where the anesthetic retards labor, the relief 
from pain, and the protection from exhaustion, more than 
compensate for the delay; and which has contributed 
greatly to reduce the mortality from puerperal convulsions ; 
and has rendered painless and easy of execution many ob- 
stetric operations, and made others possible and safe, that 
would be dangerous and fearfully agonizing without this 
agent. 

Who at the present day, could ever consent to assume 


the responsibility of a midwifery case, and watch for hours 


by the bedside of a woman suffering agony beyond that of 
most surgical operations, if the new science of the present 
century were blotted out, and all the consequent improve- 
ments in practice forgotten. 

Conceive the helplessness of one ignorant in a great 
measure of the anatomy and physiology of the organs in- 
volved in the phenomena that he is to watch and assist to a 
safe termination! Knowing nothing of the mechanism by 
which the process is normally accomplished and but little of 
our present resources for overcoming dystocia, looking upon 
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the forceps as an instrument of terror, only to be resorted to 
when it has been demonstrated that delivery can never be 
otherwise accomplished, powerless to relieve agony by an 
anesthetic which still permits the essential phenomena to 
go safely on, having but an imperfect conception of the 
diagnosis and danger to mother and child from placenta 
previa and no acquaintance with our greatly improved 
methods of managing such cases, with no knowledge of the 
real pathology of convulsions or of the treatment by which 
the fatality of this fearful complication has been reduced at 
least seventy-five per cent., with only a general, crude notion 
of the puerperal phlegmasiz, and quite unconscious of the 
existence and still more of the special symptoms of such 
puerperal affections as thrombosis, embolism, pyemia, and 
septicemia, we can only compare him, trite as the compari- 
son is, with the mariner tossed on the open sea, without 
chart or compass. 

The most condensed review of the new literature, the 
progress of science, and the improvements in practice in 
Gynecology during the past century, is not possible within 
the limit of time permissible on this occasion. It could 
only be a catalogue of authors, more numerous than that of 
all writers on these subjects, whose names have come down 
to us from previous generations; an illustrative record of 
how new discoveries in general pathology had illuminated the 
special pathology of this department of medicine; an out- 
line picture of the fertility of invention in instruments to aid 
in diagnosis and to secure results from operations that were 
never before possible; a meagre history of how new 
methods of physical exploration had determined the exact 
character, limits, and relations of diseases before known, and 
had revealed many which previously had never been de- 
scribed or understood; and a bare reference to the inge- 
‘nuity and genius which has devised the many operations for 
restoring those lesions of parturition which rendered life a 
burden to the sufferer and to those connected with her, and 
to the wise, scientific audacity which had established as 
justifiable conservative surgery, those bold operations which, 
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within two decades, have added at least fifty thousand years 
to the life of women, 

In the inauguration of a National Society, whose avowed 
purpose is the promotion of science in all that relates to 
Obstetrics and the Diseases of Women, I am sure that it 
would be offensive to the good taste of its founders, for me 
to allude to what they have individually achieved already in 
this direction. Those who are really successful in making 
positive contributions to science or art may well be content 
with the decision of posterity as to the value of their work, 
Contemporaneous judgment is often partial or prejudiced. 
Individual, sectional, and even national bias, may obscure © 
the perception and thus exaggerate or depreciate the impor- , — 
tance of those things which subsequent generations will esti- 
mate at their true worth. Science is cosmopolitan; and in 
this age, the intercourse between the educated of different 
nationalities is becoming so much more intimate, and an 
acquaintance with the literature of different languages is 
becoming so much more general, that all intellectual and 
scientific progress must be more or less reciprocal; neither 
theory or practice can long continue in a groove; members 
of our profession, in all its departments, must become broader 
and more eclectic, not blind followers of local or national 
supposed authorities; and such phrases as the Irish, the 
English, or the Continental “School of Obstetrics,” or the 
“American School of Gynecologists,” must inevitably soon 
become obsolete. 

Individual or national pride may well be encouraged so 
far as it stimulates earnest effort. We have a right to cher- 
ish the memory and honor the names of Bard, Stearns, 
McDowell, Dewees, Meigs, Hodge, Miller, and Channing, 
as our illustrious dead, who have won an acknowledged 
position in our department of science; but for those who are 
now living, the judgment of the future is not yet definitely 
determined. No man can safely rest upon his past achieve- 
ments. Unfortunately, men who have justly earned a high 
position, have in some instances, either from lack of moral 
sense, or wise discretion, or sound judgment, fallen and lost — f 
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the respect and the confidence of their peers, and, conse- 
quently have failed to retain the reputation which their abil- 
ity and merit would otherwise have secured. 

In conclusion, let me express the hope that this Society, 
both as individuals and as an organized body, may command 
the approval of the highest and most cultivated judgment 
of the scientific world, and not incur the reproach which Job 
in his bitterness uttered, “Ye are all physicians of no 
value.” 
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THE ETIOLOGY OF UTERINE FLEXURES, WITH THE 
PROPER MODE OF TREATMENT INDICATED. 


BY THOMAS ADDIS EMMET, M. D., 


New York. 


Mr. PRESIDENT: My purpose in presenting to this So- 
ciety the etiology of uterine flexures for discussion, is with 
the hope that it may be the means of establishing for our 
guidance the proper mode of treatment. Certainly much 
good must result from a full consideration of this subject ; 
for, with the united experience of this body, the true course 
which a conscientious man should follow will be pointed 
out. Let us have the views and experience of those who 
have relied chiefly on the use of the knife; and, on the other 
hand, the mode of treatment from those who deprecate all 
surgical interference. | 

I doubt not the advocates of either extreme are equally 
conscientious, from their own stand-point, but we can only 
through their experience meet on some common ground. 
There are certain cases where the aid of surgical means has, 
beyond question, accomplished much, and where the sur- 
geon would have failed in his duty had he neglected to give 
his patient its benefit. Other conditions have existed where 
a resort to the knife would have been malpractice, and it 
was proper to employ other means of treatment. 

Let us begin at the commencement of menstrual life, and 
study the development and subsequent changes in the dif- 
ferent forms of flexures. We may then be able to analyze 
the symptoms, to separate the cause of one flexure from 
another, and to appreciate the fact that their origin being 
different the proper treatment must vary with the form. 
Having this object in view, I have attempted with great 
care to analyze the records of three hundred and forty-five 
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cases of different forms of flexures which have been: treated 
in my private hospital. I have not consulted the records of 
the Woman’s Hospital to aid me, from the fact that they 
could not be so reliable, taken from the class of patients 
usually treated there. I have written the records of all 
these cases in private practice myself, and as they were 
from the higher walks of life, and intelligent, their state- 
ments are to be accepted as trustworthy. 

Before presenting my own views of treatment, I must ask 
your kind indulgence while I attempt to elaborate these 
dryest of details. From such a mass of figures it has been 
a difficult task indeed to select only such points as seemed 
to have a direct bearing. Many of the results were only 
obtained after great labor, to find at last that no practical 
deductions could be drawn from them, except negative facts, 
and yet they are no less important to the student from this 
circumstance. Hearing these details read will doubtless 
tax your patience, and from their number render it impos- 
sible for you to retain more than their general bearing. 
But I hope hereafter, when they are placed before you in a 
more tangible form, that my deductions may not only be 
proved correct, but that other practical points, which I have 
overlooked, may be suggested by them. 

I have tabulated, after several years’ labor, the records of 
some 2,447 cases who had suffered from various diseases and 
injuries peculiar to women. The averages obtained from 
this source will be frequently used for the purpose of com- 
parison. Therefore, when a general average is referred to 
as a standard, it must be understood as having reference 
to the total number, and not to the special condition. 

The forms of flexure will be treated of in the following 
order: Of the cervix, at or below the vaginal junction; and 
of the body, forward, backward, and lateral, the last being 
probably but deviations from the other two forms of the 
body. 

One hundred and eighty-two cases were found with flex- 
ure of the cervix, of which 62 were unmarried, 113 sterile, 
and 7 doubtful cases as to previous pregnancy. 
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There were 91 flexures of the body forward, of which 14 
were unmarried, 42 sterile, and 35 were fruitful, so far as to 
have been impregnated. Twenty-nine were retroflexions, 
consisting of 9 unmarried, 7 sterile, and 13 fruitful. Forty- 
three were lateral, for 6 unmarried, 25 sterile, and 12 fruitful 
“women. 

On all flexures, 52.75 per cent. were of the cervix, and 
47.24 per cent. of the body taken as a whole, or 26.37 per 
cent. for the body forward, 8.40 per cent. backward, and 
12.45 per cent. for lateral flexures. The proportion of un- 
married was 69.66 per cent. for flexures of the cervix, and 
30.33 per cent. for flexures of the body. For the sterile, 
59.78 per cent. were of the cervix,.and 40.21 per cent. of 
the body. The fruitful were in the proportion of 10.44 per 
cent. for flexures of the cervix, and 89.55 per cent. for those 
of the body. Thus, of all flexures, 89 were unmarried, or 
25.21 per cent. 189 were sterile, or 54.78 per cent. ; and 67 
were fruitful, or 19.42 per cent. The proportion for the 
total number of all flexures, on a general average, was 14.09 
per cent. of all other conditions. 

Of the total number of all females under observation, I 
have found, for a general average, that the unmarried were 
in the proportion of 17.20 per cent.; the sterile were 27.42 
per cent.; and 55.37 per cent. for those who had been im- 
pregnated. In round numbers, the proportion of fruitful 
women, in my private practice, was more than twice as 
great as the sterile, and three times in excess of the un- 
married. 

On this basis we shall find the proportion of flexures 
among the unmarried to be 8.01 per cent. in excess, with 
an increase of 27.36 per cent. for the sterile, while for the 
fruitful the liability to flexure is 35.95 per cent. less than 
the relative proportion of this class on the general average. 
It is thus evident that the female who has been impregnated 
is rarely found with a flexure of the cervix, and, in compar- 
ison with other women, is but little liable to flexures of the 
body. 

The proportion of flexures of the cervix, found among the 
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unmarried, was 34.06 per cent.; for the sterile, was 62.18 
per cent.; and but 3.84 per cent. for the fruitful. Now if 
we take together the total number of the married women, 
with this condition of the cervix, we shall find the propor- 
tion will be 94.16 per cent. for the sterile. My convictions 
are that the proportion is even greater, since I have never 
met with a marked case of flexure of the cervix in any wom- 
an who had gone to full term. We find but seven females, 
in a total of 182 cases, with this form of flexure, where im- 
pregnation was supposed to have taken place. After going 
over the records of these cases, I find that in five instances 
the occurrence of a miscarriage had only been suspected by 
their physicians, while in but two cases had any mass or 
form been seen which may have been the product of impreg- 
nation. As it was not claimed that pregnancy had existed 
in either case longer than two months, the condition may be 
doubted from the difficulty in establishing the fact. My 
own belief is that future observation will settle the point 
that the existence of a flexure of the cervix should be proof 
that impregnation had never taken place. 

The proportion of different flexures of the body to one 
another was 55.82 per cent. for the forward, 17.77 per cent. 
backward, and 26.38 per cent. for the lateral deviation. 
While 16.56 per cent. were unmarried, 46.62 per cent. were 
sterile, and 36.80 per cent. were fruitful. Anteflexions, in 
comparison with other flexures of the w¢erws, were found for 
the unmarried to be 15.61 per cent.; for the sterile 22.22 per 
cent. ; and for the fruitful 51.79 per cent. If we now ex- 
clude flexures of the cervix, and make the comparison on 
those of the body alone, we shall find the proportion of ante- 
flexions to be 51.85 per cent. for the unmarried, 55.26 per 
cent. for the sterile, and 58.33 for the fruitful. In other 
words, a little over half’ the number of all flexures of the 
body were forward for each class of females. But on the 
other hand, if we take the total number of anteflexions it 
will be found that the liability to this lesion is in the pro- 
portion of 15.38 per cent. for the unmarried, 46.15 per cent. 
for the sterile, and 38.46 per cent. for the fruitful in the 
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whole number of ninety-one cases. The number of the un- 
married suffering from anteflexion is very nearly in the same 
proportion that this class bears to the total number in the 
general average already stated. The proportion of sterile 
women, however, is 18.73 per cent. in excess of that average, 
while that for the fruitful is 16.91 per cent. below it. 

We have seen that retroflexions are comparatively rare, 
being but 8.40 per cent. of all flexures, and but 17.77 per 
cent. of those of the body. The relative frequency of retro- 
flexures to the number of anteflexures is very nearly in the 
proportion of one to three, if the comparison be made on 
either the total number of all flexures or on those of the body 
alone. Quite different is the proportion for versions of the 
uterus, since the posterior position is as frequently found, 
if it be not even the more common. Twenty-nine cases of 
retroflexion were under observation, 7 being unmarried, 9 
sterile, and 13 fruitful. These were in the following propor- 
tions to other flexures of the body: 25.92 per cent. unmar- 
ried, 11.84 per cent. sterile, and 21.66 per cent. fruitful. 
For retroflexions alone the proportion was 24.13 per cent. 
for the unmarried, 31.03 per cent. for the sterile, and 44.82 
per cent. for the fruitful. Showing a slight increase of lia- 
bility for the unmarried and sterile, with a decrease of over 
ten per cent. for the fruitful. 

The lateral flexures were forty-three in number, being 
twice as frequent tothe right as to the left for the unmar- 
ried, but with the reverse condition among the sterile, and 
five times more frequent to the left for the fruitful. Thus 
we have for the unmarried 4 to the right and 2 to the left; 
for the sterile 8 to the right and 17 to the left, and for the 
fruitful 2 to the right and 10 to the left,—in the whole 
number there being 14 to the right and 29 to the left. The 
proportion was 13.95 per cent. for the unmarried, 58.13 per 
cent. for the sterile, and but 27.90 per cent. for the fruitful. 
Showing a smaller proportion for the unmarried, with a 
twofold increase for the sterile, while the liability for the 


fruitful was lessened to about the same extent as the in- 


crease for the sterile women. 
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The average age of first menstruation for those with flex- 
ure of the cervix was 14.06 years, and with flexures of the 
body 14.11 years, and all flexures 14.08 years. The average 
of those unmarried with this lesion of the cervix was 14.01 
years, and of the body 13.92 years; of the sterile 14.09 years 
for the cervix, and 14.32 years for the body; the fruitful 
averaged 13.85 years for the cervix, and 13.91 years for the 
body. These figures give but little indication that the age 
of puberty has any bearing on the form of flexures or of 
their existence at that time. The average age, however, for 
both flexures of the cervix and of the body is a little less 
than the general one, but this may be accidental. The gen- 
eral average age of the first menstruation was 14.14 years in 
all females ; in the sterile 14.18 years, and in the fruitful 14.09 
years. The average age of puberty for the total number 
with flexures is a little less than the general average in all 
women. The delay in development beyond the general 
average age of first menstruation, was as great for the sterile 
as this time was at an earlier age by comparison with the 
unmarried and fruitful. The only marked difference from 
the average age, for those with flexure under all conditions, 
is found among the females who had miscarried without giv- 
ing birth at full time. The number is small it is true, being 
only seven cases of flexure of the cervix, who were supposed 
to have miscarried, and sixteen with different flexures of the 
body. The average for those with flexure of the cervix was 
13.85 years, and for those of the body 13 years, and for the 
total number 13.26 years. Now the general average age of 
the first menstruation for 120 women, who had never gone 
to full term, and only miscarried, was 13.38 years, an age far 
earlier than the general average for all women of. which 
these formed a part. As this difference is decided in both 
instances, and even so great as one year for flexure of the 
body when only miscarriages had occurred, the circum- 
stance can scarcely be a coincidence. 

We gain but little information by comparing the degree 
of regularity of the menstrual flow with the general aver- 
ages. Differences exist between special flexures of the 
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body, but the averages for those with flexure of the cervix 
and with all flexures of the body differ but little from the 
average for all women. With flexures of the cervix 73.36 
per cent. were regular from the first, 15.13 per cent. after a 
certain time, and 12.50 per cent. never were regular.- With 
all flexures of the body 72.23 per cent. were regular from the 
first, 17.60 per cent. afterwards, and 9.15 per cent. were 
never regular. 

With anteflexures 68.23 per cent. of women were regular 
from the first, 22.35 per cent. became so afterwards, and 
9.41 per cent. were never regular. 

With vetroflexions 85.07 of women were regular from the 
first time, 10.71 per cent. became so afterwards, and but 3.56 
per cent. were never regular. 

This shows a marked difference in favor of the supposi- 
tion that retroflexions take place in after life. While a much 
larger proportion was regular from the first, than is given 
by the general average, the number of those who were regu- 
lar afterwards or who were never regular, is equally below 
the same standard. 

With lateral flexures 75.86 per cent. of women were reg- 
ular from the first, 10.34 per cent. became so afterwards, and 
13.75 per cent. were never regular. 

The want of regularity seems to have been some bar to 
fruitfulness. The number of sterile women and of those 
who had been impregnated, having flexure of the body, were 
about equal, but the proportion is too small in the whole 
number for any practical deductions to be drawn. But I 
find from the total number of all women under observation, 
that 197 given cases, or 9.00 per cent. had never been reg- 
ular; of these 38.57 per cent. had been impregnated, while 
35.53 per cent. were sterile. 

Although the number of each class who were never reg- 
ular is essentially the same, yet as the proportion of sterile 
and fruitful women was, in the total number of females, as 
one to two, the proportion of sterile is in excess. 

The condition of menstruation as to regularity seems to 
have but little connection with the amount of pain expe- 
rienced. 
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I find, after taking the average of 2,176 cases, that 13.63 
per cent. had pain for a short time just at the beginning of 
the flow, 13.49 per cent. suffered pain during the flow, while 
74.87 per cent. were free from pain. In addition, for com- 
parison, I will state that of the above number 22.61 per cent., 
or 135 sterile women, and 8.52 per cent., or 105 fruitful 
women, suffered pain at the beginning of the flow. One 
hundred and fifty-one, or 25.29 per cent. of sterile, and 
fifty-nine, or 4.79 per cent. of fruitful women, had painful 
menstruation during or throughout the flow. While but 
311 sterile women, or 52.09 per cent., in contrast to 1,067, 
or 86.67 per cent., of fruitful, were free from pain. Painful 
menstruation is thus not only, from its character, an indica- 
tion of sterility, but, we shall also see, of the form of flexure. 

Of 152 cases of flexure of the cervix, where the condition 
of menstruation was noted, 53, or 34.86 per cent., were un- 
married, 97, or 63.81 per cent., were sterile, and two cases, or 
1.31 per cent., were supposed to have miscarried. These 
flexures are about equally divided in the relative proportion 
_ of the unmarried and sterile in the general average. From 
the total number of these flexures, 91, or 59.86 per cent., suf- 
fered pain at the beginning of the flow, 15, or 9.86 per cent., 
had pain during the flow, while 46, or 30.26 per cent., were 
free from pain. Again, 26, or 49.05 per cent., of the unmar- 
ried, and 64, or 65.97 per cent., of the sterile, had pain in the 
beginning; 4, or 7.54 per cent., of the unmarried, and I1, or 
11.34 per cent., of the sterile suffered during the flow, while 
23, or 43.39 per cent., of the unmarried, and 22, or 22.68 per 
cent., of the sterile were free from pain. Thus we see, with 
flexures of the cervix, pain at the beginning of the flow is 
the rule and during the flow the exception. For the ab- 
sence of pain in a certain number of cases we shall offer an 
explanation in another connection hereafter. 

Anteflexures were 85 in number; 14, or 16.27 per cent., 
in the unmarried ; 39, or 46.51 per cent., in the sterile ; and 
32, or 37.20 per cent., in the fruitful. Of these 4, or 4.70 per 
cent., had pain in the beginning of the flow, 44, or 51.76 per 
cent., during the flow, and 37, or 43.52 per cent., were free 
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from pain. The number with pain at the beginning is too 
small to allow of comparison, consisting of one sterile and 
three fruitful women. These cases I have no doubt began 
their menstrual life with flexures of the cervix, and the body 
of the uterus became involved afterwards. Fourteen, or 
31.81 per cent., of the unmarried, 22, or 50.00 per cent., of 
the sterile, and 8, or 18.18 per cent., of the fruitful women 
suffered pain throughout the flow, while 16, or 43.30 per 
cent., of the sterile, and 21, or 56.75 per cent., of the fruit- 
ful women were free from pain. Thus all the unmarried, 
with the greater portion of the sterile and fruitful women 
suffered pain during the flow, showing this to be the rule, 
while pain at the beginning of the flow is the exception, in 
anteflexures of the body. 

There were 28 cases of retroflexion of the body, six of 
these, or 21.42 per cent., were in the unmarried, nine, or 
32.14 per cent., in the sterile, and thirteen, or 46.42 per 
cent., in the fruitful. Four, or 14.28 per cent., had pain at 
the beginning, six, or 21.42 per cent., during the flow, and 
eighteen, or 64.28 per cent., were free from pain. The pro- 
portion of fruitful women was the largest, and absence from 
pain the rule. 

The lateral flexures were 29 in number, with four, or 13.79 
per cent., in unmarried, eighteen, or 62.06 per cent., in sterile, 
and seven, or 24.13 per cent., in fruitful women. Of the total 
number nine, or 31.03 per cent., had pain at the beginning, 
eight, or 27.58 per cent., during the flow, and twelve, or 41.37 
per cent., were free from pain. The greater portion were 
sterile and over half the number suffered pain in either the 
beginning or during the flow in after life, but, in the total 
number, more were free from pain in early menstrual life 
than was the case with either the unmarried, sterile, or fruit- 
ful separately. 

The average length of menstruation at puberty was 4.76 
days in all cases of flexure of the cervix. But the slightest 
variation existed in the average time between the unmarried 
and sterile. As there were but two women who were sup- 
posed to have been impregnated, all comparisons will be 
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made between the two other social conditions. The flow 
lasted, with those who were regular from the beginning, 4.80 
days ; with those who were never regular, 4.33 days ; while 
the average for those who became regular afterwards varied 
but little from that of the whole number. The existence of 
pain prolonged the flow to 4.89 days, while it lasted 4.18 
days in those who did not suffer. Menstruation in 47.37 
per cent. of all the cases, with flexure of the cervix, remained 
unchanged in every respect from the condition at the begin- 
ning. Thus there were forty-four cases where the flow was 
always normal, as to quantity, with an average of 5.04 days 
of duration. Twelve cases were always too free, as they 
had been from the beginning, but the time remained un- 
changed and lasted 6.41 days, and with sixteen other cases 
the flow was always scanty, lasting but 3.12 days. In this 
group of cases, where no change took place in after life, the 
average length of normal menstruation for the unmarried 
was 4.40 days, and for the sterile 4.85 days. 

Again, with 44 cases, or 28.94 per cent., forming a second 
group, the time remained the same as at the beginning, but 
the quantity became either increased, lessened, or irregular 
in after life. Thus in thirteen cases, where the flow always 
lasted 4.61 days, the quantity was increased ; in 26 cases 
the period lasted 4.11 days, but the quantity became less, 
and in five cases, lasting 3.80 days, it became irregular. The 
average duration of flow for this class was 4.23 days. 

We find this result, that in the whole number of flexures 
of the cervix 76.18 per cent., consisting of the first and sec- 
ond group, remained in after life the same as to the length 
of menstruation, but with a certain number of cases the 
quantity became changed. 

The third group, consisting of 17 cases, or II.II per cent. 
of the whole, was formed of those in which the duration of 
the period became lengthened while the quantity either in- 
creased or lessened. In sixteen cases of this group it was in- 
creased to 6.31 days, and in one instance, although the time 
was increased to five days, the quantity became less, The 
average duration of the whole group in after life was 6.23 
days. 
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The fourth group consisted of 19 cases, or 12.50 per cent. 
of the whole, where the time became shorter in after life 
and the quantity was also changed. ‘The menstrual flow in 
eighteen of these cases was reduced to 3.22 days, and in 
one case to four days, the quantity becoming irregular, The 
average length of the period for the group was 3.26 days. 

The average length of the menstrual flow in after life for 
all cases of flexure of the cervix was 4.62 days. For the 
unmarried it was 4.47 days, for the sterile 4.71 days, and for 
the two cases of miscarriage 4.50 days. 

The average duration of flow at the beginning of menstrual 
life, in the total number of those who suffered from ante- 
flexure, was 4.90 days, and from this average there was but 
the slightest variation for either social condition. Those 
who were regular from the first menstruated 4.97 days, when 
regular afterwards, five days; while we note, as in flexures 
of the cervix, the same decrease in the average duration for 
those who were never regular, it being 4.30 days for this 
condition ; when attended with pain the length of flow was 
slightly increased above the average. When pain occurred 
at the beginning of the flow the average duration was 4.89 
days, with pain during the flow the time was increased to 
4.97 days, the average being 4.87 days for those who were 
free from pain. ; 

In only 11 cases, or 12.94 per cent., the menstrual flow 
remained unchanged in after life. In this first group, as in 
flexures of the cervix, when the time remained unchanged, 
the average duration for the cases, normal as to quantity, 
was 5.12 days ; for those who were too free 4.50 days, and 
for the scanty three days, while the average for the group 
was 4.81 days. 

The second group consisted of forty cases, in which the 
duration of the flow remained unchanged in after life. But 
in fourteen of these the quantity was increased when the 
average length of the period had been 4.85 days. Twenty- 
three females averaged 4.37 days, but the quantity had been 
lessened. In the remaining three cases the average was but 
3.66 days, the quantity afterwards becoming irregular. For 
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the whole group the average length of the menstrual flow 
was 4.48 days. 7 

Thus in 51 cases, or 60 per cent., of the anteflexures, in- 
cluding the first and second groups, the length of flow re- 
mained unchanged from puberty. In after life a larger pro- 
portion remained unchanged as to duration, but a smaller 
one with respect to quantity than was the case in flexure of 
the cervix under the same circumstances. 

Fourteen women, or 16.47 per cent., forming the third 
group, had the time lengthened, with the flow increased in 
nine cases; lessened in three; and irregular in two in- 
stances, the average of the whole being 6.31 days. 

The fourth and last group consisted of 20 cases, or 23.53 
per cent., in whom the time was shortened and the quantity 
changed. Thus with 16 cases the flow was lessened; in one 
instance it was increased, and in three females it became 
irregular in quantity, but the average on the whole was les- 
sened to 3.50 days. The average length of menstruation in 
after life for the unmarried, who at that time suffered from 
flexure of the body forward, was 4.64 days; for the sterile 
4-53 days; and for the fruitful 4.75 days, with an average of 
4.63 days for the whole number of those with anteflexure. 
This average is essentially the same as that found for flex- 
ures of the cervix with the same general diminution in the 
length of the period. This change is more marked in the 
sterile, while in those with flexure of the cervix the lessening 
was greater for the unmarried. 

In those with flexure of the body backward the average 
length of the first menstruation was 5.02 days. In those 
who were regular from the first 5.12 days; in those who 
were regular afterwards it was 4.75 days; and in those who 
were never regular, the average was but two days. 

We have already stated the fact that with this form of 
flexure over 85 per cent. of women were regular from the 
first and but 3 per cent. were never regular. The average 
length of period for so small a number cannot be accepted 
alone, yet the law is, as has been previously stated, that in 
all cases of flexure where menstruation has never been reg- 
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ular, the length of flow is always far below the general aver- 
age. 

gu the total number of those with retroflexions the average 
length of first menstruation of the unmarried was 3.66 days, 
of the sterile 5.33 days, and of the fruitful 5.50 days. From 
some unknown cause the average for the unmarried is far 
below that for either of the other conditions. Those who 
suffered pain in the beginning of the flow averaged 5.25 
days ; those during the flow 5.33 days, and for those who 
were free from pain, the average was 4.09 days. This shows, 
as in other cases of flexure, that the existence of pain always 
prolonged the time of flow. 

Ten cases of retroflexion, or 35.71 per cent., forming the 
first group, remained unchanged, as regards the menstrual 
flow, both in time and quantity. Eight of these were normal 
with a flow of 4.62 days; one case was too free, and one 
scanty, each menstruating five days; but the average in the 
whole group was 4.70 days. There were eleven cases, or a 
39.28 per cent., forming the second group, where the time 
also remained unchanged. Of these five had the quantity in- | 


§ 

y 

| 
: 
: 

| 
‘ 
| 


creased, menstruating 5.40 days ; five others had it lessened, 
the flow lasting 4.40 days ; and one became irregular but 
continued to menstruate four days ; while the average for the | 
whole was 4.81 days. By taking together the two groups it 
will be found that 75 per cent. of the whole number of retro- 
flexures remained during after life unchanged in the length 
of the menstrual flow, although the quantity varied some- ) 
what. ; . 
The third group, in which the time was increased and 
quantity changed, numbered but a single case, or 3.57 per 
cent. of the whole, the flow being increased to nine days. 
The fourth group consisted of six cases, or 21.42 per cent., 
where the duration of flow became shortened. Five of these 
had the quantity lessened to three days and one increased 
to six days. The average for the group was 3.50 days. 
For all unmarried women, with flexure of the uterus back- 
ward, the average length of menstruation, in after life, was 
3.33 days ; for the sterile it was 4.55 days, and for the fruit- 


THOMAS ADDIS EMMET. 61 


ful 5.30 days, and for the total number for all women, 4.64 
days. . It will be noticed that, from some unappreciated 
cause, the length of flow for the unmarried continued in after 
life below the average of either the sterile or fruitful, al- 
though the difference was not so great as we have shown 
existed at puberty. 

The length of the menstrual flow became lessened for 
each social condition from that existing at puberty. But it 
is a remarkable fact that the average duration in after life 
should be essentially the same for flexures of the cervix as 
for those of the body, either forward or backward. We have 
seen that for the cervix the average was 4.62 days in after 
life, while for the same period it was 4.63 days in anteflex- 
ures, and 4.64 days in retroflexions. The average length of 
the menstrual flow at puberty for all cases of lateral flex- 
ures, was 4.58 days. For the unmarried it was 4.59 days, for 
the sterile five days, and for the fruitful 4.60 days. Those 
who were regular from the first averaged 4.85 days; who 
were regular afterwards 4.33 days, and those who were 
never regular, two days. 

Sixteen cases, forming the first group of lateral flexures, or 
55.17 per cent. of the whole number, remained unchanged 
both as to time and quantity of the menstrual period. Eight 
of these were normal and menstruated on an average five 
days. Two were always too free, lasting 8.50 days; and six 
were scanty with a flow of 3.16 days; the average for the 
whole was 4.12 days. | 

The second group consisted of six cases in whom the 
length of period remained unchanged, but in four of these, 
averaging 5.25 days, the quantity was increased, and in the 
other two instances lessened, while their habitual period re- 
mained 4.50 days; the average length of flow for the group 
was five days. The proportion was 75.85 per cent. based 
upon the whole number of lateral flexures of those in whom 
the length of period remained unchanged in after life. 

In the third group, where the time was lengthened and 
quantity changed, the flow was»increased to 8.33 days, this 
being the average of three cases. 
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There were but four cases in the fourth group, in which 
the time became shortened and the quantity changed, and 
in these, the average duration was lessened to 3.25 days. 

The average duration of the menstrual flow in after life 
for the unmarried, who suffered from lateral flexures, was 
6.75 days; for the sterile 4.50 days; and for the fruitful 5.14 
days. 

For the purpose of comparison I will briefly state the 
average length of menstruation, under various circumstances, 
as obtained from 2,080 women, these being the total num- 
ber under observation, from whom I could obtain the in- 
formation. At puberty the average for those who were reg- 
ular from the first was 4.85 days ; who were regular after- 
wards, 4.89 days; and for those who were never regular, 4.44 
days. For those suffering pain in the beginning it was 4.84 
days ; during the flow, 5.04 days; and for those who were free 
from pain, 4.77 days. The average for the unmarried was 
4.65 days; for the sterile, 4.74 days; for the fruitful, 4.91 
days ; and for the total number it was at puberty 4.82 days. 

The conditions of menstruation for the same persons in 
after life were as follows: For those who had been regular 
from the first the average length of flow remained un- 
changed. It lessened to 4.81 days in those who became reg- 
ular after a certain time, and in those who were never reg- 
ular, to 4.36 days. The average was also less for those who 
had suffered painful menstruation. Where there had been 
pain at the beginning of the flow it was reduced to 4.66 days, 
and during its continuance, to 4.87 days. On the other 
hand, for those who had been free from pain, the average 
was increased to 4.81 days, in after life. In the unmarried, 
the duration of flow was greatly reduced among those who 
had suffered from dysmenorrhea, but proportionately length- 
ened in those who had been free from pain; so that, in after 
life, the average stood at 4.67 days — being a very slight in- 
crease from the average at puberty. The same law was ob- 
served in the sterile, where pain had existed with the flow, 
while the average remained exactly the same, during after 
life, in those who had been free from pain ; but the average 
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was reduced to 4.63 days in the whole number. ‘Among 
the fruitful women, however, the average was somewhat in- 
creased for those who had suffered pain in early life at the 
commencement of the flow, —a contradiction, apparently, to 
the rule observed among the sterile and unmarried women ; 
but this is easily explained on the supposition that a large 
_ proportion of cases, who suffered pain at the beginning, had, 
I have no doubt, a moderate degree of flexure of the cervix, 
but became pregnant afterwards, by which the mechanical 
obstruction was removed and the duration of flow increased. 
For those who had suffered pain during the flow in early 
life, the average was reduced as in the unmarried and sterile 
under the same circumstances, but it was also increased in 
duration in those who had been free from pain, so that the 
average for all fruitful women was increased to 4.93 days. 
The average in the total number of women was 4.66 days in 
after life, a reduction from the average of 4.82 days, which 
we have seen was the one existing under like circumstances 
at puberty. | 

If we accept these general averages as standards, it will be 
seen that under all conditions, both at puberty and in after 
life, the length of menstruation is much less for those who 
have flexures of the cervix. As a rule, the contrary is the 
case for flexures of the uterine body, for the averages at 
puberty are much higher than the general ones, but in after 
life the difference is not so great. In this connection I 
must ask you to keep in mind the fact, that the duration of 
the menstrual flow is always lessened in proportion to the 
amount of pain suffered. This has its bearing in indicating 
the existence of flexures of the cervix at the time of puberty, 
and, if accepted, it is of equal importance to prove that those 
of the body are formed in after life, 

The time of marriage seems to have had but little bearing 
in either class of flexures, or at least none where there ex- 
isted flexure of the cervix. The chief point of note being 
the fact that the average age of marriage was a little later 
than the general one. The average age for the sterile was 
21.81 years in all cases of flexure, and for the fruitful, 22.31 
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years ; while the general average in all women under obser- 
vation was 19.82 years. Either extreme of age, however, 
may have had an indirect bearing. For instance, the average 
age of marriage in the sterile with lateral flexures was 19.20 
years, and in those who had been impregnated, 25.75 years. 
Among the sterile there were seventeen flexures to the left, 


and the average age of marriage in these women was 17.11 © 


years. This is the lowest average of any one class, yet a 
high one, since several women were somewhat advanced in 
life on the one hand, and on the other the greater number 
were much below the average given, one having been mar- 
ried at fourteen years of age. In eight of these cases evi- 
dence of previous cellulitis was detected, a condition very 
frequently found with lateral flexures. The highest average 
age of marriage for any particular class was found in those 
who had gone to full term, generally but once, and had had 
miscarriages frequently afterwards. Seven of these had 
anteflexures, three retroflexures, and six lateral flexures to 
the left. The average age of marriage for these cases was 
28.43 years, and was doubtless an exciting cause of mis- 
carriage and the consequences. 

The average age at the time of the first examination, for 
all cases of flexure of the cervix, was 24.80 years. For the 
unmarried, 23.42 years; for the sterile, 25.02 years. The 
duration of the sterility was 3.21 years. There were but two 
cases of supposed pregnancy, in which miscarriage had taken 
place at an average of 8.50 years previous to the first exam- 
ination. 

The average age for those with flexures of the body for- 
ward was 27.94 years. The unmarried averaged 23.97 years; 
the sterile, 28.78 years; and the fruitful, 31.28 years. The 
average length of time since marriage was, for the sterile, 
7.61 years ; and since the last pregnancy, for those who had 
borne children, it was 7.63 years; for those who had only 
miscarried, 6.20 years ; in two cases, due to criminal abor- 
tion, four years had elapsed. 

The age of those suffering from. retroflexions averaged 
30.68 years ; of the unmarried 29.22 years of age; of the 
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sterile, 24.25 years ; and of the fruitful, 34 years. The aver- 
age length of time since marriage was 3.44 years in the 
sterile ; since’the last impregnation, for those who had gone 
to full time, 7.46 years ; for those who had miscarried, 5.83 
years ; and after one case of criminal abortion, five years. 

The average age of first examination, for the total number 
with lateral flexure, was 31.37 years; that for the unmar- 
ried being 33.50 years ; for the sterile, 30 years; and for the 
fruitful, 31.40 years. The time since marriage, for the ster- 
ile, was 6.86 years; one female had gone to full term and 
remained sterile for 13 years. In those who had miscarried, 
5.66 years, on an average, had elapsed ; and in one case of 
criminal abortion the woman had not been again impreg- 
nated during five years. 

With all flexures of the body the average age, at the time 
of first examination, was 25.88 years for the unmarried ; for 
the sterile, 28.57 years ; and for the fruitful, 32.35 years. 

It is a remarkable fact that the average age at which relief 
was sought should bear an inverse proportion to the fre- 
quency of the form of flexure. This would indicate, if no 
other proof existed, that flexure of the cervix, the most 
numerous class of all, was a condition of puberty and early 
life, since relief is sought at the earliest age ; that anteflex- 
ures follow soon after, while retroflexures and the lateral 
ones, being less common and found in about the same pro- 
portion, are developed in later life. 

As forming a part of the history of flexures, it will be of 
interest to record the supposed causes of disease as given 
by the patients themselves. In 22 sterile women with flexure 
of the cervix, who had commenced their menstrual life free 
from pain, five cases are recorded as having suffered, sooner 
or later after marriage, from dysmenorrhea during the flow. 
The same result followed in one case from exposure to cold, 
in another instance from the use of a sewing machine, and 
one of the fruitful had been well until the time of her sup- 
posed miscarriage. Among the unmarried, 23 cases were 
free from pain at the beginning, and attributed their dys- 
menorrhea in after life, in two instances, to the effects of 
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cold; in two to over-study while at a boarding-school; and 


in one to the result of a fall. All of these cases, when first 
seen, had, in addition to the flexure of the cervix, hyper- 
trophy and more or less disease of the body, with some de- 
gree also of flexure above the vaginal junction. This would 
leave 33 cases, or over two thirds, who were free from pain 
in after life, — too small a number to be of great statistical 
value, but an indicator of the fact that a certain proportion 
of flexures of the cervix are unattended by dysmenorrhea 
during after life, unless other disease be developed. 

Of 85 patients who suffered from anteflexures, 64 attribut- 
ed either the origin or aggravation of their dysmenorrhea 
to the following causes. Eighteen sterile women suffered 
after marriage from venereal excess, and eight from the ef- 
fects of cold. Twenty-four fruitful women, the total number 
of those who had been free from pain, or only had it at the 
beginning of the flow, suffered from the following causes: 
Five from natural labors, two from tedious ones, and one 
from instrumental delivery ; twelve had miscarried, two were 
the victims of criminal abortion, two were worse after falls, 
and one from fright. Seven unmarried women took cold 
and suppressed the menstrual flow: three were taken sick 
from over-study at boarding-school, three suffered from falls, 
and one from dancing at the time of the period. 

Had it been possible to have obtained the facts, Iam sat- 
isfied that the unknown causes of anteflexure, among the 
sterile and a portion of the fruitful, might have been supplied 
from the following causes: Means taken to prevent concep- 
tion in early married life by the sterile and by those who had 
already borne children; many ill assorted marriages; and 
mental disquietude. 

Of those with retroflexion, five sterile women, who had 
been in good health previously, grew steadily worse after 
marriage, one suffered from exposure to cold, two were 
taken sick at boarding-school, and for the remaining case 
there was no cause of disease known. All the fruitful 
women with retroflexions were the worse for impregnation. 
Five were sick after childbirth, seven after miscarriage, and 
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one after the production of a criminal abortion. An attack 
of cellulitis followed childbirth in three cases, and in each 
instance after miscarriage and abortion. One unmarried 
woman was taken sick at boarding-school, another from 
exposure to cold, and two cases suffered after falls, — thus 
we have accounted for all but three cases. 

Three sterile women with lateral flexures became sick 
immediately after marriage, one fruitful woman after child- 
birth, three after miscarriages, and one after criminal abor- 
tion. One unmarried woman suffered from exposure to cold. 

Flexures of the cervix have their origin at about the age 
of puberty by the balance being lost between the relative 
growth of the body and cervix. From the earliest develop- 
ment of the uterus until pregnancy some degree of antever- 
sion exists as a rule. With the uterus in this position 
the neck cannot be developed to an undue length without 
forcing the cervix forward in the axis of the vagina where 
the least resistance is offered. As the body lies forward, the 
cervix must become bent upon itself at, or near, the vaginal 
junction, and thus the flexure is formed. This condition 
must exist or the uterus will become retroverted, the result 
being determined by the fullness or absence of the posterior 
cul de sac of the vagina. If the cervix is small enough in 
diameter to be readily bent upon itself, the flexure takes 
place; but if the contrary be the case and the cul de sac be 
small, retroversion of the organ will occur. As the growth 
is not always completed at the time of the first menstrual 
period, a female may begin with flexure of the cervix and 
afterwards from retroversion have retroflexion. With flex- 
ure of the cervix, the neck always becomes longer in after 
life than it was at puberty, from being crowded forward in 
the vagina, which condition will frequently produce retrover- 
sion. 

The rule as regards pain, is that it exists previously to the 
appearance of the flow, and then ceases, or becomes much 
less. If the degree of flexure is slight, there may be an 
absence of pain, with as little feeling of discomfort as any 
female suffers at this time, or the pain may not come on 
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until after the flow has become fully established. When 
pain, at puberty, is experienced during the flow, a condition 
already exists-in the body of the uterus which is likely to 
give trouble in future and to result in anteflexure. As a 
result of the congestion attending menstruation, the flaccid 
and elongated cervix becomes thickened and shortened so 
that the uterine canal is then nearly straight, since the 
cervix is strong enough to resist the pressure of the pos- 
terior wall of the vagina. Therefore the dysmenorrhea ex- 
isting just at the beginning is relieved, and if the flexure 
be not extensive, impregnation frequently takes place in 
early married life just before the menstrual flow, or even 
while it exists. With a knowledge of this fact I have some- 
times recommended that sexual intercourse should take 
place when the period was expected or just before it had 
ceased, and have known several instances where long stand- 
ing sterility, from this form of flexure, has been thus re- 
moved. 

I am unable to recall any other condition where menstrua- 
tion, being painful at the beginning, is relieved so promptly 
when the flow becomes established. This may therefore be 
regarded as a characteristic symptom of a simple uncom- 
plicated flexure of the cervix. As 8.52 per cent. of 1,231 
fruitful women suffered in early life from pain at the begin- 
ning of the flow, we may assume this to be about the propor- 
tion of cases in which impregnation is likely to have taken 
place with flexure of the cervix. We have no other means 
of arriving at any conclusion on this point, since a flexure 
of the cervix is never found after a female has gone to full 
term. 

The chances of impregnation are lessened rapidly after 
the first year of married life, since we are likely to have dis- 
ease of the body and ovarian irritation established in the 
course of time, as nature’s protest at the sie condition 
of the married female. 

Hypertrophy and anteflexure of the uterus come in after 
life, from some exciting cause, when I have observed the 
gradual disappearance of the flexure in the cervix, as the 
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uterus enlarges and the flexure is formed in the body above. 
The sterility, however, continues to exist, since the condition 
which has become established is even a greater bar to im- 
pregnation than the previous one. In other cases some 
degree of flexure will remain in the cervix with a flexure 
also of the body above. Menstruation will then not only be 
painful before the flow comes on but it will continue so 
throughout, and, if a sufficient amount of ovarian disturb- 
ance has been set up, it will be even worse after the flow 
has ceased. 

If we are able to draw any deduction from the analytical 
history of anteflexures, which I have furnished, it is unequiv- 
ocally to the effect that this condition has its origin after 
puberty, and observation indicates it to be the result of ob- 
structed circulation from impaired nutrition. Painful men- 
struation, during the flow, may occur under other condi- 
tions, but it is never absent in any form of flexure of the 
uterine body either forward, backward, or laterally. When a 
female has been free from pain in early life, and anteflexion 
has been discovered afterwards, it is my firm conviction that 
in such a case the uterus was in a normal condition at pu- 
berty. When pain has occurred at this early period in the 
beginning of the flow, becoming with its progress intensified 
and lasting until it has ceased, a flexure of the body forward 
has not existed, but a condition which engendered the flexure 
afterwards. With pain, at this period of life, just at the com- 
mencement of the flow and relieved when fully established, 
a condition exists which has been already explained. 

Retroflexions are, I believe, deviations from a previously 
existing retroversion. While they are always aggravated by 
an obstructed circulation, as in the case of other flexures of 
the uterine body, the exciting cause is inflammatory action, 
not in the organ itself but in the connective tissue of the 
pelvis and ligaments of the uterus. From a moment’s re- 
flection it will be evident that the uterus may be retroverted 
to a point at which the broad ligaments, being already on 
the stretch, may by inflammation become shortened so as 
to produce the flexure. This action may be also aided, with 
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shortening of the broad ligaments, by inflammation in the 
utero-sacral ligaments. When a point in the version’ has 
been reached at which the anterior wall of the vagina can 
no longer yield to the upward pressure of the cervix, any 
contraction of these ligaments will increase the degree of 
retroflexion. Since inflammation of the neighboring cellular 
tissue of the pelvis is, I believe, almost always, if not in- 


variably, an accompaniment of retroflexion, these ligaments. 


become necessarily more or less involved. 

Lateral flexures, as has been already stated, are thought 
to be formed in after life as the result of shortening of the 
broad ligament after inflammation on the side of the flexure, 
a version having previously existed either forward or back- 
ward. I have never met with any evidence, conclusive 
enough to settle the point, that they are ever congenital ; 
and since they are found to the left in about the same pro- 
portion as cellulitis occurs on that side, in comparison with 
its frequency to the right, I am confirmed in the opinion. 

The length of menstruation in all forms of flexure be- 
comes shortened, but the process is a very gradual one, as 
arule. The quantity, however, especially in the sterile, is 
generally increased for a while and then gradually dimin- 
ishes. Often from atrophy of the uterus the flow will cease 
at a comparatively early age and will then be followed by 
the development of phthisis, if there be the slightest ten- 
dency to the disease. When the flexure is situated in the 
cervix the changes are more gradual than in any other form ; 
this is particularly true with regard to the unmarried. Long 
before nature desists from her efforts, or atrophy has com- 
menced, fatty degeneration will take place at the seat of 
flexure. An absorption of tissue is brought about by pres- 
sure at the seat of flexure and a permanent deformity re- 
mains. The mechanical result is the same as after recovery 
from the breaking down of the spongy portion of the spinal 
column from caries ; the curvature is likewise in proportion 
to the loss of structure. 

During the past fifteen years I have devoted much time 
and study to this subject. Before the year 1865 I had ar- 
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rived at about the same views of pathology I hold to-day and 
nearly the same in regard to the treatment of flexures. I then 
read a paper on the “ Treatment of Dysmenorrhea and Ster- 
ility resulting from Anteflexure of the Uterus,” before the 
New York Obstetrical Society, which was published in the 
“ New York Medical Journal” for June, 1865. In 1869 I pre- 
sented another paper to the Medical Society of the County 
of New York, termed “Surgery of the Cervix,’ which was 
published in the “ American Journal of Obstetrics” for Feb- 
ruary, 1869. In this paper my views, as stated, had under- 
gone no material change by greater experience beyond the 
fact that I had learned to narrow greatly the field for surgi- 
cal interference. I was then prompted to raise my protest 
against the indiscriminate use and abuse of this mode of 
practice. Again in 1874, before the Medical Library and 
Journal Association of New York, I read a paper on “The 
Philosophy of Uterine Disease, with the Treatment applica- 
ble to Displacements and Flexures,” which was published in 
the “New York Medical Journal” for June of that year. 

As I cannot express my views of to-day in better terms I 
will quote from those papers and especially from the recent 
ones, which I hope exercised at the time some influence in 
bringing about a more rational mode of treatment. 

In 1865 I stated, “ A large hospital experience led Dr. 
Sims, some years ago, to abandon all methods as unsafe and 
negative in result, for the relief of this condition, except the 
incision of the neck as proposed by Professor Simpson. My 
experience has fully corroborated his teaching; we agree 
perfectly in principle, and only differ in the method by which 
it should be done. His ingenuity suggested an incision of 
the posterior lip directly backward in the median line; but 
after a few operations he abandoned this method as unsatis- 
factory. By subsequent observation of these cases, I sat- 
isfied myself that they could not be permanently relieved 
by either operation, as the seat of difficulty was entirely 
above the point reached by the incision.” “I am satisfied 
that neither operation will permanently relieve any case 
unless the flexure is confined to the neck and is below the 
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vaginal junction. While the backward operation, as pro- 
posed, would relieve a moderate flexure, the lateral one, 
however, even if extended on each side to the vaginal 
junction, could not accomplish so much, unless the poste- 
rior flap, in the process of healing, retracted sufficiently to 
clear the seat of stricture, which it could not do. The dys- 
menorrhea invariably returns after a few months, as soon as 
the mere revulsive effects of the operation have subsided.” 

My views at that time were that a much larger proportion 
of flexures needed the operation, but rather to facilitate the 
after treatment of the canal than for any other object. I 
then described the operation for cutting the upper angle of 
the flexure, in the anterior wall, thinking that the cause of 
failure in many cases was due to the seat of flexure not 
being reached. After giving the necessary after-treatment, 
the instruments needed for the operation were described, 
which are the same as I use to-day. 

I stated, “I have for several years in this, as in all other 
operations of obstetrical surgery, substituted, as far as pos- 
sible, the use of the scissors for the knife. Although they 
may be deemed less surgical, I have satisfied myself that I 
can operate more rapidly, and certainly have experienced 
less hemorrhage with them. The scissors that I have been 
in the habit of using for this operation are flat on the face, 
but have the blades curved at an angle from the handles, so 
as to conform somewhat to the direction of the uterine canal. 
» Simpson’s uterotome is not applicable to this operation and 
cannot be used except where the canal is straight. Dr. 
Sims introduced an instrument having a narrow cimeter- 
shaped blade, about an inch and a half in length, which 
answered admirably for the purpose; but having a single 
joint, the blade can only move in the one plane and to cut 
in the opposite direction it is necessary to have a second 
instrument with the reverse. This difficulty led me several 
years ago to have an instrument made with the same shaped 
blade but terminating in a ball at the seat of the joint and 
separate from the instrument. The handle, being contrived 
like a pair of forceps, grasps the blade firmly in a socket at 
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the required angle. It being, in fact, a universal or ball and 
socket. joint, the blade may be used in any direction and it 
is a valuable instrument for other purposes.” 

The only use I made of the knife, at that time or since, 
was for dividing the upper angle beyond the reach of the 
Scissors. 3 

From the paper on “ Surgery of the Cervix” I quote: — 

“As the uterus is an erectile organ, the existence of a 
flexure, and one frequently varying in degree, may be due 
to a temporary interference with the circulation from faulty 
nutrition. In these cases the flexure is above the vaginal 
junction, and unless the disease has been of so long standing 
that a loss of substance with fatty degeneration from pres- 
sure has taken place in the angle, the curvature will lessen 
in proportion to the relief of the local disease; therefore 
surgical interference would be unjustifiable in this chordee, 
as it were, of the organ, except as a last resort after careful 
constitutional and local treatment had failed to relieve the 
condition.” 

“ Such is not the case, however, when the flexure is below 
the vaginal junction ; here we find the body of the uterus in 
position at a right angle to a long and pointed neck present- 
ing in the axis of the vagina. This condition I regard as 
congenital, or rather having its origin previous to puberty, 
when an undue development of the neck has taken place in 
proportion to the body. Both dysmenorrhea and sterility, 
as a rule, exist in this condition, with but little or no uterine 
disease until at a somewhat advanced period of married life. 
This is the commonest cause of sterility when due solely to 
a mechanical condition, and when the neck can be divided 
at an early period of womanhood the result has invariably 
proved in my experience most satisfactory. After some 
years of married life we have a condition, in addition, to deal 
with, due to ovarian influence: the uterus having been long 
obstructed in a natural performance of its function, atrophy 
results. The cervix should be divided as a first step, for 
even at an advanced period the organ may yet be restored to 
a proper size and to a normal state of its function by means 
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of sponge tents, electricity, and other means. I am unable 
to speak from statistical authority, for it has been impossi- 
ble to keep any satisfactory record of scattered cases upon 
which I have operated during a series of years past for flex- 
ure below the vaginal junction; but my impression is that 
fully two out of three among the married, under the age of 
twenty-five, have become pregnant within the first year after 
the operation, and that the relief of dysmenorrhea has been 
quite as satisfactory.” 

These results are only gained in the simple, uncompli- 
cated cases of flexure of the cervix, such as we find shortly 
after marriage, before any form of uterine disease has su- 
pervened, and to these cases alone is reference made. 

“Formerly I divided the anterior lip in the median line 
for the relief of dysmenorrhea depending upon retroflexion, 
and, at least in theory, the operation seemed quite as appli- 
cable as the other one in anteflexion; but I have long 
since abandoned the operation, for reasons which I will 
subsequently state. We rarely find an instance where the 
fundus has remained in the hollow of the sacrum for any 
length of time without a marked exaggeration of any previ- 
ous disease existing, while, in addition, there becomes es- 
tablished some new complication of a more serious charac- 
ter, due to obstructed circulation. As the fundus is crowded 
by degrees lower in the pelvis from pressure above, the 
organ becomes flexed as we have already remarked. If 
menstruation did not occur, the difficulty would remain a 
mere mechanical one, but as this function cannot be prop- 
erly performed, the flow, with dysmenorrhea, is either exces- 
sive or scant. In either condition, the organ and surround- 
ing tissues remain in a state of chronic engorgement, and as 
a consequence this state of the circulation cannot long exist 
without the occurrence of perimetritis, and frequently pelvic 
cellulitis, to a greater or less extent. When the organ re- 
mains retroflexed, and this inflammatory condition has been 
once established, it seldom, I believe, subsides entirely dur- 
ing the menstrual period of the female, or at least it re- 
quires but a slight provocation to light up again the dis- 
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ease. I have had, to my sorrow, pelvic cellulitis with ab- 
scesses frequently occur, and death in one instance, after 
the most careful preparatory treatment previous to operat- 
ing, when, at the time, there was not the slightest indication 
of danger. In fact I am unable to recall a single instance 
where inflammatory symptoms did not occur if an attempt 
was persevered in to keep open the incision while the uterus 
remained in this position. Retroflexion, however, can be 
cured by the long-continued use of hot water injections and 
hot baths, blistering the neck occasionally to deplete by the 
watery discharge, daily glycerine dressing, and by a careful 
attention to the state of the bowels and general condition. 
By degrees, as the tenderness on pressure subsides, the 
fundus should be lifted day after day, as far as prudent, 
without attempting too much at any one time, with a finger 
of one hand in the rectum to lift the fundus and gently press 
the organ forward from out of the hollow of the sacrum ; the 
cervix can be depressed in the opposite direction by a finger 
of the other hand in the vagina. I have succeeded, after 
months of careful daily manipulation, in restoring the uterus 
to position, with the gradual disappearance of a marked flex- 
ure, when in the beginning the organ was apparently bound 
down by adhesion.” 

I shall now make some extracts from the paper on “The 
Philosophy of Uterine Disease” in regard to the operation 
and frequency with which it has been performed. As this 
paper was prepared in 1874, at the time when I had already 
commenced to collate the material from which the statistics 
of this article were taken, all reference to my private practice 
will be in connection with the same class of patients. 

“For the relief of the flexure at the vaginal junction, I 
always divide, with scissors, the posterior lip backward in the 
median line. This operation is attended with but little risk, 
if the case is properly cared for, from the fact that the organ 
is otherwise in a comparatively healthy condition ; unless the 
history of the case points to the existence of a previous at- 
tack of cellulitis, resulting from some accidental cause, there 
will be but little danger of this complication from the opera- 
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tion. Quite the contrary will be the case when the body 
has been involved in either anteflexion or retroflexion of 
long standing, for a certain amount of perimetritis is almost 
certain to have existed at some previous date, leaving a con- 
dition afterward requiring but a slight provocation to re- 
establish the inflammation in a more serious form. The 
ultimate result of the operation is to bring the neck to a 
natural length, for, by a division of the circular fibres, the 
longitudinal ones gradually retract, and the canal becomes 
straight ; were other advantages equal, the backward opera- 
tion is preferable to the lateral one, as the cervix is divided 
only on one side, and the risk from hemorrhage is less, as 
the circular artery can be easily avoided. Moreover, there 
will be no gaping or rolling out of the edges, after they have 
healed, as the flaps are kept sufficiently in contact by the 
lateral walls of the vagina. Although there may be no 
bleeding at the time of the operation, the use of a tampon 
for some ten days is a necessary precaution to guard against 
subsequent hemorrhage. The incision must be kept open 
by gently drawing the point of a sound through the angle of 
the wound, and the edges apart by daily dressings of cotton 
pledgets saturated with glycerine. To guard against inflam- 
mation, it is indispensable that the patient should be kept in 
bed, and protected from cold, until the parts have healed. 
The object of the operation is to remove a very common 
cause of sterility, and one liable to result in retroversion, 
from sexual intercourse, with prolapse afterward, so soon as 
the body becomes forced over in line with the axis of the 
vagina. In the unmarried the dysmenorrhea is relieved by 
the operation, the tendency to retroversion obviated by 
shortening the neck, and an exciting cause of future disease 
removed by allowing a free escape of the secretions from 
the canal.” 

“When a flexure of the body has long existed, the tissues 
at the point of greatest constriction gradually undergo fatty 
degeneration from pressure, and absorption takes place, caus- 
ing a permanent deformity, as after caries of the spine. 
When a point has been reached, after careful treatment of 
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such a case, at which all tenderness on pressure has been 
removed, it is often judicious to divide the cervix backward, 
and to incise forward the seat of flexure above, sufficiently 
to open the canal. This will facilitate the application of any 
after treatment which may be found necessary to the canal 
above, and guard against a relapse from any mechanical ob- 
struction afterward. But, if done too soon, without the 
proper preparation and the requisite subsequent care, all 
previous gain will be lost by pelvic cellulitis, and even gen- 
eral peritonitis may result.” 

_ “During the time I held the position of surgeon-in-chief 
to the Woman's Hospital, from September 1, 1862, to May 
I, 1872, there were 1,842 patients treated under my charge. 
This operation was performed sixty times in the institution, 
as will be seen by the following statement taken from the 
records and furnished me by Dr. William H. Baker, the 
house-surgeon: From September 1, 1862, to the close of 
the year, eight operations; 1863, nine; 1864, six; 1865, 
four; 1866, three; 1867, three; 1868, five; 18609, six ; 
1870, thirteen ; 1871, one; 1872, to May 1, two. During 
the year 1870 four lateral operations were performed for the 
removal of fibroids, making a total of fifty-six operations for 
flexure of the cervix.” 

“Three cases of serious cellulitis followed these opera- 
tions, but from which complete recovery took place; one 
death occurred from general peritonitis, coming on after the 
patient was well enough to be up, and it could be attribu- 
table alone to her own imprudence.” 

“During the past thirteen years I have operated some 
forty-nine times in my private hospital, and have in the 
same period treated 2,036 uterine patients, with one death, 
and one serious case of cellulitis terminating in pelvic ab- 
scess, from which recovery took place after an illness of two 
years. The cause of death was peritonitis, occurring in a 
patient upon whom I operated the day after her arrival from 
a long and fatiguing journey, to oblige her physician, who 
wished to return home without delay. I have since held my- 
self culpable for the death of this patient, so far as to have 
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deviated from my rule of never operating until a patient has 
been sufficiently long under observation for me to appreciate 
fully her condition and to prepare her properly for the opera- 
tion. The pelvic abscess, following an attack of cellulitis, 
was brought about by the patient’s imprudence in sitting up 
and exposing herself to cold in a night-dress, and bare feet. 
To the best of my recollection, I have performed this opera- 
tion but twice outside of my private hospital, and in both 
instances the patients remained under the charge of their 
physician. One of these patients, on whom I operated for 
retroflexion, died ultimately from the effects of a pelvic 
abscess. It occurred some years ago, before I had learned 
from experience that in cases of retroflexion a certain 
amount of cellular inflammation has previously existed, and 
that its products are seldom if ever absent so long as the 
organ remains in this position. The lady was a foreigner 
with whom I was unable to hold any personal communica- 
tion; the operation was performed at a large hotel where 
she did not get the proper care, and I have no doubt she 
suffered from exposure.” 

“The number of cases treated in private practice has 
been given, that they may. be added to those cared for at 
the hospital, from the fact that many of the patients were 
sent to the institution by me specially for the operation — 
as otherwise the proportion would be too large. The ratio 
to the whole number treated can be but an approximation, 
however, since I can give no estimate of the number seen 
by consultation in private practice, or with accuracy the 
number treated in the outdoor department of the institu- 
tion. Many of the operations performed were on patients 
received from these sources, therefore the proportion of 
Operations to the given number of uterine cases under 
treatment is larger than, in reality, could we arrive at the 
total number under observation, yet it is sufficiently small 
to show that this operation has never been with me the tule 
of treatment.” 

The house-surgeon omitted from his return a death which 
followed a division of the cervix by me, and took place 
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several weeks after she had passed from my charge in May, 
1872. It was, I believe, about three weeks after the opera- 
tion, when out for the first time, that, after a long ride, she 
was attacked with peritonitis, and died. It has been but 
recently that I accidentally learned of her death. 

The treatment of flexures of the cervix may be narrowed 
down to the use of surgical means, if the flexure is well 
marked, since we have no better agent for rectifying the 
_ condition. We must however be certain that no tendency 
to cellulitis exists, and that the patient is in a proper con- 
dition for the operation. The operation at the beginning is 
good practice for this class of flexures, when feasible, with 
local treatment to the canal afterwards if needed. 

For flexures of the body, the rule of practice is to be re- 
versed, since no operation can be of the slightest benefit, so 
long as the condition exists which caused the flexure. An 
operation will generally prove a detriment to the patient’s 
condition afterwards, if not needed, and is frequently the in- 
direct cause of death, as we all know. 

Cases are sometimes met with where it is difficult to decide 
as to the exact seat or form of flexure, and also as to the 
tendency to cellulitis; but in all cases of doubt it is the 
proper practice to institute the most careful local treatment 
before attempting any operation. 

In the local treatment of flexures of the body, we must be 
governed by the same general principles as are applicable 
to any other form of uterine disease. The chief reliance for 
giving tone to the pelvic vessels and for removing the 
chronic state of venous saturation, as it were, lies in the 
proper use of the hot water vaginal injections, at a tempera- 
ture of from 100 to 110° in accordance with the urgency of 
the case. 

Flexures are by no means so common as they are gen- 
erally supposed to be ; and of the cervix, to an extent requir- 
ing an operation, so rare that I do not see, on an average, 
one case ina month. I have no doubt the relative propor- 
tion of flexures to other conditions would be even. less than 
I have stated, since I have noticed that they were more 
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frequently met with by me ten years ago, than at a more 
recent period; this is particularly true in reference to re- 
troflexions. Growths, or thickening on the uterine wall, 
will sometimes mislead even an expert in trusting to the aid 
of Sim’s copper sound, as valuable an instrument as. it is, 
since the organ will yield sufficiently to the preconceived 
curve given it; and Simpson’s sound is worthless for the pur- 
pose. The light and delicate silver uterine probe, first used 
by me some fourteen years ago, has proved, in my hand at 
least, the most valuable instrument for diagnosis in these 
cases. If handled with the same care and tact as a surgeon 
would follow the course of a gun-shot wound, it cannot mis- 
lead, or do damage to the patient by exciting the inflamma- 
tion, which sometimes follows the use of a less yielding in- 
strument. 

I never divide the neck of the uterus laterally except for 
the treatment of fibroids or for opening a partial closure of 
the os, and in the latter case do not extend the incision be- 
yond the crown of the cervix. In this simple operation, as 
well as when dividing the cervix backward, I round off the 
divided edges so as to leave somewhat of an excavated sur- 
face. The object is that, with the healing and any contrac- 
tion afterwards, the mucous surface on the neck will be 
rolled in so as to leave the os more patulous and of a 
more natural shape. _A female often continues sterile after 
an operation, even with the canal sufficiently enlarged, 
should the two edges lie in a close line of.contact on the 
vaginal surface. It is of course as necessary to keep the 
divided surfaces apart until healed and in the usual manner 
by pledgets of cotton saturated with glycerine. 

I have not been able to satisfy myself that a constriction 
of the uterine canal above the external os ever occurs, if the 
organ be not flexed, except from growths or after a strong 
caustic agent has been passed to the fundus. I think the 
operation as practised by Simpson, or any modification of it, 
uncalled for and detrimental. We sometimes have a thick- 
ening or an edematous condition of the mucous membrane, 
or, from cystic degeneration, an encroachment on the calibre 
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of the canal, but in all the conditions of this character the 
knife is unnecessary and careful dilatation answers every 
purpose. 

After thus stating my own views and experience to so 
great a length, with but the single purpose in view, I trust 
that I may be instrumental in drawing out the opinions of 
others on this subject for our common benefit. 


DISCUSSION. 


THE PRESIDENT, Dr. BARKER. — Gentlemen: You have heard 
this elaborate paper, which is now before you for discussion by 
the members of the Society and by those who have received spe- 
cial invitations to participate in our discussions. There are many 
novel pathological views set forth in the paper which should re- 
ceive a careful examination, and I hope the discussion will be 
frank, bold, decided, and free from all personalities. As most 
of the members are aware, a paper has been published by Dr. 
Peaslee, in which views were set forth entirely at variance with 
those which have heretofore received quite general sanction by 
the profession, but especially opposed to the teachings of Sir 
James Y. Simpson, and Dr. Sims of this city. As is well known, 
there is a diversity of views as to the necessity of the operation, 
and as to the different modes of its performance. 

In the absence of Dr. Sims, whom we expected to be. present, 
I will first call upon Dr. Peaslee to open the discussion. 

Dr. PEASLEE.— Mr. President: With regard to the paper 
read by Dr. Emmet I have only to say that, excepting the statis- 
tics, which of course are to be accepted as correct, I adopt every 
word of it, z. 2. in all its practical bearings. I am very happy to 
have an opportunity of saying this here, because I have been mis- 
understood, perhaps, by a few members of this Society, with regard 
to my ideas upon this subject. In the paper to which you do me 
the honor to allude, I was supposed by some to take the ground 
that posterior discission of the cervix uteri should never be per- 
formed in any form of flexion ; though I made in it the following 
definite statement, which I take. the liberty of repeating, be- 
cause I consider this practice of great importance and value; 
but I may here add, as I should have added at the time I read 
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the paper, that I consider Dr. Emmet is entitled to the full credit 
of it: — 

“T know of no condition in which Dr. Sims’ operation should be 
recommended.” I then go on to say, ‘‘ bilateral discission alone, 
up to the vaginal attachment, is justifiable in some cases (already 
described on a preceding page), of uterine fibroids, as a substitute 
for incision with Simpson’s metrotome, to aid their descent 
into the vagina. . . . . Bilateral discission (to one-fourth 
inch, or even less), as practised by Dr. Barnes, is also applicable 
to some very rare cases of conical cervix. Finally, it has been 
shown that complete posterior discission is required in many 
cases of flexion and curvature of the cervix alone.”? But it is 
not always necessary, since slight dilatation is sometimes suffi- 
cient. This operation was first performed by Dr. Sims, but he 
became so dissatisfied with it that he entirely discarded it; then 
Dr. Emmet took it up, and has shown its great value. 

My experience with reference to retroflexion has been that it 
is present much more frequently than has been found by Dr. 
Emmet. But of course, differences occur respecting such ques- 
tions. 

I wish to make one personal explanation here. I have been 
told that some persons have thought that I claimed priority in 
the use of the superficial incision of the cervix uteri. Of course 
nothing of that kind was ever intended, and I had supposed that 
the following sentence was sufficiently explicit. I can now see 
that it might have been made plainer, but at the time I thought it 
could not be misunderstood. 

“To these I add a third method, first suggested by myself, and 
which I will designate as superficial trachelotomy.” 

I have given three methods ; two by deep incision, and this 
third method as suggested by myself. I meant to speak of it 
however, as nothing more than a new method of overcoming cer- 
vical stenosis. In speaking of it thus I was obliged to give it a 
definite name which should distinguish it from the other two 
operations, and called it ‘ superficial trachelotomy.” 

I did not set up any claims whatever in the paper. But I 
maintained that superficial trachelotomy, by my own method, is 
to be preferred to the two deep operations, and gave the scien- 
tific and the practical basis of that opinion; and in these two 
particulars I presume I might have claimed priority. 


1 Am. Fournal of Obstetrics, ix. 3y p. 370, July, 1876. 
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THE PRESIDENT. — I am sure, in the absence of Dr. Thomas, 
who is put down as next to participate in the discussion, I shall 
meet with the ready approval of the Society, if I call upon Dr. 
Barnes, of London, to express his opinion upon this important 
subject. 

Dr. BarNnES. — Mr. President and Gentlemen: I cannot take 
the place assigned me without first thanking you personally for 
the honor you have done me upon this occasion. Of the confi- 
dence I have in the success of your Society I need not speak, 
and will say nothing beyond expressing my gratification that there 
is such a Society, which has for its object the cultivation of this 
branch of medicine in the United States. 

I have listened to the paper of Dr. Emmet with great interest 
and attention, and I find that we must examine it with very great 
care. 

With regard to the development of retroflexion after puberty, 
Dr. Emmet has expressed the opinion that many cases begin with 
retroversion, and become changed to retroflexion at about this 
period. The difficulty of determining this point is that we do 
not have an opportunity of examining patients at an earlier age, 
and consequently cannot know what the condition then is. I am 
satisfied that many of these displacements are congenital. At 
what time they generally begin, and what the primary forms of dis- 
placement are, Ido not know. I can hardly understand that they 
should begin as retroversions and subsequently become cases of 
retroflexion. 

With regard to stenosis, Dr. Emmet seems to have looked 
upon it as little more than an accompaniment of flexure, or as 
the result of some other morbid condition. From my recollection 
of these cases I should be disposed to give more importance to 
the stenosis, especially the contraction of the os externum, which 
is frequently combined with flexion. The two conditions may be 
relieved by the same operation, yet in many cases there is no 
tetroflexion to contend with ; there is nothing more than stenosis, 
or at most but a slight degree of anteflexion, scarcely more than 
normal, which is cured by division of the cervix uteri. I am de- 
cidedly of the opinion from experience and repeated observations 
that we may disregard in practice the idea of stenosis of the os 
internum. I hardly ever,— perhaps without qualification, — I 
never met a case, in which the os internum was impervious to the 
sound. And if the ordinary sound will pass, we need not inter- 
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fere. The opening may be narrowed by flexion, but then it is not 
to be treated by incision, for the incision is not necessary. I have 
known fatal results to follow the operation of incision ; and cel- 
lular inflammation, etc., are not rare consequences. It is un- 
questionably a dangerous operation, for we cannot tell how near 
the vessels are to the surface ; moreover they traverse a dense 
tissue where, if cut, they cannot be easily controlled ; finally the 
incision is also favorable to the entrance of septic matter. 

The os externum is naturally a slit, and at the time of men- 
struation is practically closed by the congestion ; we have then a 
real obstruction to the escape of menstrual fluid, and a corre- 
sponding obstruction to the entrance of spermatozoa. In the 
great majority of cases, — ninety-nine out of a hundred, perhaps 
more than that, —dysmenorrhea is relieved by enlarging the os 
externum simply ; and if flexion be present, it may to some extent 
be relieved by the same operation, especially when it is of that 
form which is due to retention, or rather imperfect escape of the 
menstrual flow. After the operation, the blood escapes more 
readily and without pain. 

I have in my mind the cases of two sisters, who suffered greatly 
from dysmenorrhea, were married successively, and were both 
sterile. Their condition seemed to be identical, and as they came 
out of the same mould there was probably about the same forma- 
tion. There was a moderate amount of retroflexion with narrow- 
ing of the os externum in each case. I divided the os externum 
and both were cured of the flexure, both became pregnant, and 
both were relieved of the dysmenorrhea. 

For division of the os externum as a means of relieving dysmen- 
orrhea, the incision need not be large, and need not extend so 
far back as the insertion of the vagina; it can easily be accom- 
plished by a minor operation, and is most conveniently performed 
by means of scissors. In some cases the tissues undergo a cer- 
tain amount of contraction, and the operation may need to be 
repeated. Success, however, usually attends the first operation. 
The uterus, like every other organ, requires rest after an operation. 
Even after the modified form of the operation three fatal cases 
of pelvic cellulitis have occurred in my practice. In two of the 
cases there were disturbing causes which should have been elim- 
inated. 

Again, I have to thank you for the reception you have given 
me, and I shall carry away with me many ideas derived from the 
paper by Dr. Emmet. 
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Dr. WuiTe. —I cannot speak in too high terms of the paper 
by Dr. Emmet. It is invaluable in its statistical information, 
and it is invaluable also for its suggestions as to treatment and 
instruction. 

I must also tender- my thanks to Dr. Peaslee for the paper to 
which reference has been made. It is also instructive, and we 
are taken from one extreme to another, from the incision made 
by Simpson, Emmet, and Sims, to one which is very superficial. 
But if I must adopt either, it will be the latter. 

In Dr. Emmet’s paper, as has been stated by Dr. Barnes, I 
think too little attention was given to stenosis of the cervical 
canal. True, it often depends upon flexion, but according to my 
own observation it exists without flexion. But if it exists with 
flexion, there is still positive narrrowing of the canal. There are 
many causes for this condition, which it does not become me at 
this time to dwell upon. I will, therefore, make a few remarks 
with reference to treatment of this narrowing of the canal, de- 
pendent upon whatever cause it may be. It is attended with 
great pain during menstruation. For the relief of this condition 
I have found no remedy to compare with operative procedure 
upon the neck of the uterus. You may dilate with tents or with 
probes, but it is exceedingly difficult, and more dangerous as well 
as more painful, than a slight bilateral incision. ‘The bilateral 
incision I make more frequently than any other, especially where 
there is simple stenosis. I cut a little deeper, perhaps, than Dr. 
Peaslee. 

Twenty-five years ago, when I returned from a visit to Sir 
James Simpson, I used his instrument frequently and freely. I 
did not always cure my patients ; I did sometimes kill them ; and 
I soon came to use it much less frequently, and make moderate 
incisions with a small knife nearly or quite through the mucous 
membrane, and into the tissues subjacent. I believe such a knife 
is better than any instrument that can be used. The incisions 
being made, I introduce a pledget of cotton or lint to keep them 
open. Subsequently I stretch the os uteri daily until cicatrization 
is complete, with this little instrument, resembling a small sized 
glove-stretcher, with thin elastic blades ; it is not capable of doing 
any injury; and accomplishes the end perfectly. 

. Almost all the cases of painful dysmenorrhea will be immensely 
relieved by this procedure, and a very large proportion of sterile 
women will become fruitful. The operation is not attended by 
much pain, or by much danger, if properly performed. 
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Dr. Howarp. —I will only make a few remarks with reference 
to Dr. Peaslee’s paper, as he has invited us to discuss it freely. 
In the first place, He has criticised Simpson’s and also Dr. Sims’ 
method of operating by the bilateral section of the cervix. With 
regard to Simpson’s method, Dr. Sims himself criticised it in his 
book, and the mode of its performance. Sims’ method was to 
incise one side of the cervix with scissors, and then the other, 
and in certain cases he incised too much, and produced a great 
deal of hemorrhage. After the incision of the cervix was made, 
the canal was entered with his uterotome and a bilateral incision 
made through the entire os internum. It is to be expected that 
considerable hemorrhage would follow such incisions; and even 
if the operation were justifiable, it is not necessary to perform 
it in that manner. The danger from hemorrhage, so much 
dreaded by Dr. Peaslee, is not great, with proper precautions. 
Suppose the woman to be lying in Sims’ position, and the in- 
cision made with Simpson’s or Greenhalgh’s instrument, or by 
Sims’ method ; then a piece of cotton saturated with a solution of 
persulphate of iron (one part of iron to two of water) be applied, 
left in the canal, and the vagina tamponed, I cannot understand 
how she can then have much hemorrhage. I have not, it is true, 
cut to the same extent as Simpson recommended, nor have I per- 


formed the operation so many times, but I have seen no very 


great danger from hemorrhage. 

My experience accords with Dr. White’s in respect to steno- 
sis of the internal os. If I understand it aright, Dr. Emmet be- 
lieves but little in the existence of stenosis at the external os. I 
have seen a case within the last eight months in which the os 
internum was so closed by cicatrization, due to the use of nitrate 
of silver, that it was impossible to introduce anything larger than 
the ordinary pocket probe. Of late I have used Dr. Peaslee’s 
instrument, and no more than the customary two drachms of 
blood have been lost. In my own cases, the operation performed 
as Dr. Peaslee has suggested, has afforded temporary relief, but 
not so regularly as in his cases. According to my experience, 
there is almost always a tendency to contract in all these cutting 
operations about the cervix. It is like the tendency to contrac- 
tion seen after cutting a stricture of the urethra, which always 
occurs, unless dilatation is kept up by the intermittent use of 
sounds. 

With regard to bilateral discission of the cervix with scissors, 
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Dr. Sims has rejected that operation for many years, and never 
uses it except for the removal of fibroids, as does Dr. Peaslee 
himself. It is curious that while Dr. Emmet partly objects to the 
operation because of the extreme tendency to closure of the 
wound, Dr. Peaslee objects to it partly upon exactly the opposite 
ground. . 

In reference to Dr. Barnes’ statement, I have seen but few 
cases in which the os externum has been the seat of stricture, but 
when such cases have appeared I have used the uterotome and 
divided the cervix upon both sides. 

I do not think Dr. Sims should be held responsible for the bi- 
lateral discission as formerly done by him, for he abandoned it 
years ago. 

Dr. Emmet stated that flexure at or below the vaginal junction 
is almost always congenital. That has also been my experience. 
I agree with Prof. White, that flexion at the os internum is often 
accompanied with congenital stenosis. In a number of cases 
which have fallen under my observation, in which sea-tangle tents 
have been introduced, it has been with extreme difficulty that I 
was able to remove them, so firmly has the internal os been con- 
tracted around them. That shows that, on this side of the water, 
at all events, stricture is at the os internum, and is not always 
simply due to flexure. There may be flexure accompanying the 
stenosis, but on the other hand there may be congenital stenosis 
without flexure. 

Pelvic cellulitis and peritonitis will follow, in a certain number 
of cases, do what we may. I have always kept the patients in 
bed fourteen days, never allowing them to put their feet on the 
floor during that time, and yet I have had three cases of pelvic 
cellulitis, but none fatal. 

Dr. Isaac E. Taytor, of New York, remarked that in the con- 
genital form and also the chronic condition alluded to as occur- 
ring later in life —for instance, in those cases where the woman 
had had several labors, and the tissues of the cervix and body 
had become more or less dense, perhaps in the condition of the 
“white-engorgement ”’ of Duparcque, — he thought it proper, in- 
stead of incising, to amputate the cervix. That had been done 
in a few instances before large classes, whether the uterus had 
been anteflexed or retroflexed. 

This might be supposed to be a serious operation, and one 
which would be probably followed by considerable inflammation, 
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cellulitis, etc. It is not. But it certainly is to be preferred to 
the ordinary incision, whether anteriorly or posteriorly, whether 
for anteflexion or retroflexion. After the amputation is per- 
formed, warm water injections are employed, and nothing more 
in the way of treatment except to keep the woman in bed for two 
or three weeks. Dr. Taylor was of the opinion that amputation 
did not mutilate the organ, as the anterior or posterior incision 
did, and that the functional, powers could be carried on more 
perfectly than after those operations. With regard to the longi- 
tudinal fibres in the neck as spoken of by Dr. Emmet, Dr. Taylor 
did not believe in their existence, as Sappey and Guyon have 
proved. 

After amputation, the neck would grow out again, as do the 
tonsils after being excised in cases of chronic tonsillitis, as his 
drawings would testify. 

He likewise maintained that a greater percentage of pregnan- 
cies occurred after amputation of the cervix than after the pos- 
terior operation of incision. 

Dr. WiLtson. —I have amputated the cervix a number of times, 
but conception has not followed in any of the cases. 

In the operation for incision I have never had any trouble with 
hemorrhage, and yet have operated seventy-five or eighty times. 
I have cut the circular artery four or five times. I have not had 
serious hemorrhage follow any operation about the cervix. Pelvic 
cellulitis has occurred in one case, where the woman exposed 
herself to the wet about two weeks after the operation. I have 
had one case of peritonitis. In that instance I blamed myself for 
performing the operation, for I was warned by her attending phy- 
sician that she had had two attacks of general peritonitis from 
improper diet. The peritonitis proved fatal. I cannot, therefore, 
see, in the light of my experience, the dangers stated by Dr. 
Barnes and Dr. Peaslee. I would say, moreover, with regard to 
the remarks made by Dr. Barnes, that I have never seen more 
than two or three cases where there has been stenosis of the os 
externum except where caustics have been used. I think it is 
exceedingly rare; and I cannot recall a case where there was 
contraction of the internal os, except where there was flexure. 
I have never performed the operation of bilateral incision for 
stenosis, but have repeatedly done it to relieve tension, and gain 
access to fibroid tumors in the walls or cavity of the uterus. 

We all know how great the tendency to contraction is in these 
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cases, and I never operate without cutting sufficiently to allow 
liberally for the contraction, and after five or six days I dilate 
repeatedly, for a month or six weeks, with Nott’s dilator ; for 
without such precaution, we are sure to come short of any good 
results from the operation. 

Dr. Byrne, of Brooklyn, remarked that he had amputated the 
cervix thirty-nine times in cases of malignant disease, and to his 
certain knowledge pregnancy had occurred subsequently in three 
instances. It had probably occurred in more cases, but very 
many of the patients had passed from under observation soon 
after the operation was performed. 

Dr. TayLor added three more to the number of conceptions 
that had followed amputation of the cervix. 

Dr. CHapwick, of Boston, remarked, with regard to the su- 
perficial incision recommended by Dr. Peaslee, that in his opin- 
ion the cicatricial contraction would be sufficient to reduce the 
canal nearly to its original calibre. He had invariably found it 
impossible to prevent the contraction from reducing the size of 
the original incision by at least one half. 

Dr. PEasLEE.— I wish to say that my paper is upon incision 
of the cervix, and that in it three methods are mentioned for the 
relief of one condition, and no other, namely, stenosis, with the 
attendant dysmenorrhea and sterility. 

With regard to the site of the stenosis, if we include the con- 
traction which frequently follows the improper use of nitrate of 
silver, stenosis of the os externum and of the os internum are 
not so extremely rare. I regard a canal which will not admit a 
sound one eighth of an inch in diameter through the internal os, 
as one in which there is stenosis ; but I do not advise an opera- 
tion unless there is dysmenorrhea or sterility. 

With regard to discission of the cervix uteri, I have had no in- 
tention of misrepresenting Dr. Sims. I simply fell back upon his 
own publications. Jt is his operation, and he has not given us 
any published account of any other operation to take the place 
of it. It has been stated here that he has disclaimed it within a 
few months, but I have also understood from the best of authority 
that he has performed the operation of late; and this is another 
reason why I regret his absence to-day, which prevents our being 
explicitly informed upon that point. 

Allusion has been made to the danger of contraction. I ex- 
plained that I seldom cut more than a half line in depth, and for 
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the reason that we do not need to cut any deeper. If dilatation 
is followed up until healing is complete, there will be little or no 
tendency to contraction. Some operators prevent contraction 
after bilateral discission, by removing a portion of the cervix; 
which will prevent healing with contraction, and will with equal 
certainty prevent conception. There will be some tendency to 
contract after the superficial incision, as there always is after the 
other operations ; but if at the end of a year there should be any 
such tendency, the passage of a large sound will keep the woman 
comfortable as far as the dysmenorrhea is concerned. But if con- 
gestion be present, that condition must be treated. 

Dr. Emmet. — In closing the discussion, Mr. President, I do 
not know that there is much for me to say, for the discussion has 
brought up so many side issues that it would require altogether 
more time than we have to consider them all. 

There is one question, however, raised by Dr. Taylor, that I 
will notice, with reference to the existence of longitudinal fibres 
in the cervix. I have satisfied myself that such fibres do exist in 
the neck although not so well defined as the longitudinal fibres 
in the uterus above. At all events, the cervix shortens after pos- 
terior incision, and the canal becomes straighter, whether done 
by those fibres or not. With regard to the operation in the sec- 
ond class of cases I referred to, I always expect contraction to 
take place, and also more or less of other disturbance. I do not 
operate in those cases except as a last resort, and not until the 
congestion by some means has been removed. If the uterus is 
heavy and sinks into the pelvis, or retroflection exist, the ob- 
struction to the flow of blood in the vessels must be removed, 
and the consequent congestion and hyperemia; to that end the 
uterus must be replaced in position as soon as possible. If it be 
carried over into the anteflected position no harm will come. It 
should be lifted up to the health line in the pelvis, where the 
circulation can go on unobstructed, and then the uterus will get 
smaller, and the congestion gradually disappear. 
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CICATRICES OF THE CERVIX UTERI AND VAGINA. 


BY A. J. C. SKENE, M. D., 


Brooklyn, NV. Y. 


THE subject of my short paper is presumed to be familiar 
to all gynecologists; but, although important because of 
frequent existence, it has not, so far as I know, received 
more than a passing notice in our works on diseases of 
women. On that ground alone, I trust that a few minutes 
devoted to it may not be altogether unworthy the notice of 
this society. I intend simply to introduce the subject, in 
the hope that it may be discussed and thereby get that at- 
tention which it deserves, from its relations to every-day 
practice. 

I propose to consider all cicatrices of the cervix uteri and 
vagina, from whatever cause, excepting from laceration of 
the cervix where healing takes place without union of the 
divided parts. Dr. Emmet, with his usual distinguished 
ability, has fully disposed of that most important branch of 
the general subject. 

Cicatrices, the results or products of diseased action, are 
of pathological importance according to their size and loca- 
tion, They derange the conditions of health and comfort 
by the tender and painful character of scar tissue, and by its 
inelasticity, which interferes with the free motion of the 
pelvic organs. The slow, persistent contraction of this ab- 
normal tissue, by which the adjacent normal parts are united, 
causes pain by making pressure on the terminal nerve fibres. 
Tenderness, also a characteristic of scar tissue, is developed 
in the same way, or perhaps from the excessive irritability, 
or imperfect protection of the nerves found in cicatrices. 
This tenderness is most marked in scars at or near the 
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introitus vaginze, and varies according to the age of the 
new tissue. When an uninterrupted cicatrix surrounds 
the cervical canal, the os externum, or the vagina at any 


point, stenosis is produced, and all the derangements conse- 


quent thereon according to the partial or complete develop- 
ment of the stricture. 

The causes which lead to the formation of cicatrices are 
familiar to all, and require only to be named in order to 
recall them for present consideration. Injuries during par- 
turition sufficient to cause sloughing or loss of tissue; lacer- 
ations which heal without uniting the divided parts, or which 
are united by intervening new tissue; amputation of the 
vaginal portion of the cervix ; exsection of a portion of the 
vagina, especially where healing takes place by granulation ; 
destruction of the mucous membrane and subjacent struc- 
tures by the free use of caustics, and extensive ulceration 
either simple or specific. These are the chief affections 
which give rise to the conditions now under consideration. 

The symptoms developed by cicatrices are pain, which is 
often intermittent or remittent, and is usually increased by 
exercise. When the scar involves the circumference of the 
cervix, and the calibre of the canal is reduced below the 
normal size, dysmenorrhea occurs in some cases. When 
the vagina is extensively involved, the functions of the 
bladder and rectum are occasionally deranged so as to give 
rise to frequent and difficult urination and painful defeca- 
tion. This is due, doubtless, to the tenderness of the scar 
tissue, and diminished mobility of the parts. For the same 
reason, coition is painful, and in some marked cases impos- 
sible. It will be observed that the same derangement of 
the sexual function occurs in vaginitis, vaginismus, and in 
that rare neurotic affection in which there is extreme hyper- 
esthesia without any change of structure or circulation to 
account for it. The mere mention of these facts will suffice 
for present purposes ; indeed, it would be presumption to 
discuss the differentiation of these affections, in a society 
composed of experts. In short, any or all of the symptoms 
caused by cicatrices may arise from other pathological con- 


ee ae ae ee es 


/ 


ALEXANDER fF. C. SKENE. 7 93 


ditions, such as we find, for example, in convalescence from 
pelvic peritonitis or cellulitis. On that account the diagno- 
sis must be based chiefly on the physical signs. These I 
may briefly mention. They are the presence of abnormal 
tissue, which is usually tender, always indurated, less elastic 
than healthy parts, and sometimes lighter in color and _ hav- 
ing a smooth surface. Cicatrices of the vagina are easily de- 
tected ; those of the cervix are liable to be confounded with 
sclerosis and incipient malignant disease. The points of 
distinction are the increase of tissue, and abnormal vascu- 
larity found in the latter. 

Knowing the evils which cicatrices give rise to, our first 
duty is to guard against their formation. This can be ac- 
complished to a great extent, I am sure, by observing cer- 
tain lines of practice. Lacerations occuring during natural 
or artificial delivery should be immediately brought together 
by sutures, in place of leaving them to heal as best they 
may, which is the usual practice. In many such: cases, the 
patient is already anesthetized, and if the obstetrician has 
the requisite instruments at hand —as he ought to have — 
the operation of closing such wounds with silver sutures is 
practicable; if such wounds can be made to heal without 
the intervention of much new tissue the cicatrices are very 
unimportant compared with the large scars which are some- 
times formed where healing takes place by granulation. 

In making these statements, I am aware that the ground 
taken may be questioned. In opposition to this practice, it 
may be said that such wounds often heal promptly without 
the aid of sutures, and even when sutures are employed 
there is no certainty that good union will take place. On 
the other hand, it can be fairly claimed that if the edges of 
a lacerated wound are held together the chances of their 
uniting are better than if left alone. Even should healing 
take place by granulation, the sutures, preventing the wide 
separation of the parts, will tend to lessen the size of the 
cicatrix. When there is so much to be gained by good 
union, and so much suffering entailed by bad, the use of 
sutures in such cases is surely good surgery. 
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The formation of troublesome cicatrices following the use 
of caustics may be prevented by carefully circumscribing the 
space to which they are applied, and by avoiding their use 
to an extent sufficient to cause destruction of the deeper 
structures of the mucous membrane. When it is necessary 
to apply a caustic, say nitric acid, to the os externum or 
cervical canal, a portion of the membrane should be left un- 
touched if possible, so that the eschar, if one is formed, will 
not completely circumscribe the canal. By attention to 
these points cicatrices may be prevented, or if they follow, 
they will be less troublesome in character. 

In amputating the cervix the method of operating should 
be chosen which will secure the most serviceable stump. 
The flap or circular amputation in which the mucous mem- 


brane is brought over the stump and held in place by 


sutures according to the methods of Sims or Schroeder, 
gives the most satisfactory results ; especially so where the 
parts heal promptly. When suppuration occurs and the 
parts heal by granulation the stump is less perfect, but even 
then it is better as a rule than when the wound is left un- 
closed. 

In the treatment of cicatrices the chief indications are to 
relieve the pain and tenderness of the parts, prevent con- 
tractions, and where deformities exist to correct them. These 
requirements can be most promptly and perfectly fulfilled by 
removing the whole of the cicatrix, and bringing together 
the normal tissues and obtaining as near immediate union as 
possible. But this radical treatment is only called for in rare 
cases, and it is not always practicable owing to the size, 
depth, and unfavorable location of the cicatrix. Exsection 
should not be undertaken in any case unless the scar is 
movable on the subjacent tissue. It is necessary to wait 
until this mobility is established, which usually occurs sooner 
or later. When the scar cannot be removed altogether, con- 
traction should be guarded against by preventing the scar 
from shortening. In oblong cicatrices contraction in width 
rarely gives trouble while shortening causes deformity. This 


can often be prevented by dividing the scar at one or more . 
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points, and then putting the parts on the stretch by the 
tampon or pessary. The divided edges thus held apart are 
united by intervening new tissue and the scar is lengthened 
while the process of narrowing still continues. Sometimes 
the contractility of the normal tissues is sufficient to draw 
the divided edges of the scar apart so that incising the scar 
is all that is necessary. 

When a cicatrix surrounds the os externum it should be 
. divided on two sides, the lateral being preferable, in most 
cases ; a tent of sea-tangle should then be introduced and 
worn during the process of healing. The tent should be 
short so as not to enter the internal os, and it can be held 
in position by stitching it to the walls of the cervix. The 
frequent use of the sound or dilator will answer the same 
purpose. 

In the management of cicatrices of the vagina, very satis- 
factory results are obtained by the treatment proposed. 
After dividing the cicatrix the parts are put upon the stretch 
by the glass dilator employed by Sims and others in the 
treatment of atresia vaginze. I have also used for the same 
purpose, elm bark made into a roll the proper length and 
thickness and beaten until it is soft. It is then dipped in car- 
bolized water and introduced like a pessary. This has the 
advantage of being agreeable to the tissues, and by expand- 
ing very slowly it causes distension which is easily. borne. 
By enlarging the size used from day to day, the vagina can 
be distended slowly and without pain. I am satisfied this 
method of treatment has another advantage, which is, that 
by slow continuous dilatation the normal portions of the 
vagina can be developed so as to compensate for the contrac- 
tion of the cicatrix, to a very considerable extent. 

When there is no deformity of any account and pain and 
tenderness are the only symptoms, the most marked relief 
will often follow incising the cicatrix at a number of points. 
I have also been led to believe that softening of the scar 
and relief from pain were obtained by the frequent applica- 
tion of equal parts of tincture of opium, aconite, and iodine. 

A word might be said about complications, such as vagi- 
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nitis, cervical endometritis, etc. They are to be treated in 
the usual way, of course. I need only add that so far as 
my observations have extended it has been found that by 
relieving trouble caused by cicatrices facilitates recovery 
from accompanying affections. This is as might be ex- 
pected. 

I will now briefly relate a few cases to illustrate some of 
the statements already made. I feel sure that the members 
will recall from memory of practice many cases of a similar 
kind, } 

Case I. A lady thirty years of age, large, well formed, and 
in general good health, menstruated first at fifteen years of 
age, and has continued to do so regularly and normally ever 
since. She has been married twelve years, and during that 
time coition has been impossible. Before marriage she had 
no symptoms of uterine disease, but soon after she devel- 
oped uterine and vaginal leucorrhea, which has continued 
off and on ever since. She has also suffered occasionally 
from back ache and irregular pains in the pelvis. EExamina- 


tion by the touch revealed contraction of the whole vagina, ~ 


so that the index finger could with difficulty be introduced, 
and at the upper portion there was a stricture through which 
the finger could not be passed. In a pocket beyond the 
stricture, the cervix uteri was subsequently found. The 
stricture was due to scar tissue which formed a circular band 
about a quarter of an inch wide. From this ring extending 
downwards there was another cicatrix which terminated at 
the remains of the hymen. There was subacute vaginitis 
and the papillae of the mucous membrane were enlarged and 
exceedingly tender. The examination caused intolerable 


pain. At another time an anesthetic was given and the 


stricture divided. The uterus was then found to be normal 
in size and shape, but there was a little erosion about the os 
externum and congestion of the cervical mucous membrane 
and hypersecretion. 

Nothing in the history of the case, nor in the local lesions, 
gave any clue to the cause of the trouble, but on reéxamina- 
tion it was found that when the patient was a child she had 
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what was called typho-malarial fever followed by pelvic in- 
flammation and the formation of abscesses. 

From this much of the history obtained from the patient’s 
mother, I presumed that the cicatrices of the vagina were 
the products of the disease of her childhood. | 

The treatment employed in this case was such as has 
been described, and marked improvement has followed. At 
_ the end of four months, after beginning the treatment, the 
vagina admitted Cusco’s or Nott’s Speculum; the tender- 
ness was reduced, but not wholly relieved. The patient 
went to the country for the summer, to return in October 
for further treatment. 

Case II. A patient thirty-one years of age, who had had 
- two children, suffered from uterine disease since the birth of 
the last one eight years ago. Three years ago she was treated 
for that with strong caustics applied twice a week by a 
general practitioner, and although she suffered great pain 
from the applications she finally obtained some relief from 
her symptoms. Soon after she began to suffer from painful 
coition, and to have pain in her back, limbs, and abdomen ; 
frequent urination, and distress during defecation; pelvic 
tenderness, which was increased by standing or walking ; 
and pain a short time before and during menstruation. The 
‘uterus was retroverted in the first degree. There was one 
cicatrix surrounding the os uteri which was broadest at the 
posterior lip. Another extended from the posterior wall of 
the cervix downwards about twoand one half inches. There 
was no other local disease present. 

The cicatrix of the cervix was divided in three places, 
and dilatation employed occasionally for a month. The one 
in the vagina was also divided and the parts put upon the 
stretch for several days by means of the cotton tampon. 

Two months after the treatment was begun she was re- 
lieved of all her symptoms, except that frequent urination 
- continued, though in a less degree. 

I believe that the cicatrices in this case were caused by 
the use of caustics. 

Case III. I was called to see a lady two months after 
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her confinement with her first child. I learned that she 
had had a tedious labor and was delivered by forceps. She 
made a good recovery, except that when she undertook to 
stand or walk she suffered from sharp pains in the vagina, 


> 
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and a feeling of dragging and weight, especially on the left — 


side. 

On examination, I found a recent cicatrix on the left side, 
extending from the lower portion of the labia majora up the 
vagina for about three inches. The scar, about half an inch 
in width, was quite tender to the touch, and in the centre of 
it, here and there, a few granulations remained and bled on 
being roughly touched. The patient, although very healthy 
and strong, had not been able to go up or down stairs, or 
leave the house, two months after her confinement, the time 
when I saw her. 

No other uterine or pelvic disease could be found. 

This case shows the trouble which wounds of the vagina, 
sustained during confinement, will cause, and it is reasonable 
to suppose that if the parts had been united by sutures at 
the time of injury a more prompt recovery would have fol- 
lowed. 

One more case may be of value in showing the possible 
influence of cicatrices of the cervix uteri, on the nervous 
system. An unmarried lady became languid, gloomy, and 
presented symptoms of uterine disease which continued for 
several months, when she was suddenly attacked with acute 
mania. Dr. William W. Reese, the family physician, was 
called to see her, and ascertained that before the develop- 
ment of the mania, the patient had been under the care of a 
lady practitioner who was noted for her free use of nitrate 
of silver in the treatment of uterine disease. She was soon 
after placed in an insane asylum, where she remained for six 
months without improving in mental or physical health. ~ 


>. 


Dr. Reese, who visited her from time to time in the asy- ' 


lum, satisfied himself that her uterine disease was an im- 
portant factor in keeping up the trouble of her brain and 
nervous system. On that account he had her removed from 
the asylum and placed in my ward at the College Hospital. 
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She was anesthetized and an examination made which re- 
vealed a contracted os uteri that was surrounded by scar 
tissue. This was divided, from within outwards at several 
points, the os dilated, and a general tonic course of treatment 
prescribed. She at once began to improve in every respect, 
and in two months — during which the local treatment was 
repeated three times — she had sufficiently recovered to 
leave the hospital. She continued to improve and was soon 
restored to complete health. 
Several years have elapsed and she still continues well. 


DISCUSSION. 


Dr. Byrorp, of Chicago.—I was very much gratified at the 
manner of treating cicatrices as set forth by Dr. Skene. The 
slippery-elm tampon I have found to be of great service in keep- 
ing up distension of the cicatrix after division with the knife. 

Dr. Byford then related the history of a case in which the 
entire vagina became obliterated in consequence of acute inflam- 
mation following scarlatina. The patient was fourteen years of 
age. The vagina was restored so as to meet all the practical re- 
quirements of that period of life. 

Dr. Emmet.— This paper is of great interest to all of us. 
There is one important point that was not touched upon by Dr. 
Skene, that is, the effect upon the nervous system from cicatricial 
tissue. Cicatricial and dense tissue in the cervix is a frequent 
cause of neuralgia in females, and probably the most common, if 
we except anemia. A man succeeds in treating uterine disease 
in proportion to the small amount of cicatricial tissue he leaves 
behind him. He may succeed in curing an erosion, but the cer- 
vix has not been benefited by leaving it a mass of cicatricial tis- 
sue. Unquestionably as the tissue becomes dense, nerve fila- 
ments become involved, and to it is attributable an immense 
amount of the neuralgia from which women suffer. This will be 
especially true when cicatrices are left about the neck of the 
uterus and the urethra, while only a little influence upon the 
nervous system will be produced by their presence in the vagina. 

When we have a band which is immovable, I have followed the 
plan laid down in the paper, of dividing it freely at different 
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points, and of keeping the parts on the stretch, by means of the 
dilator, until healed. 

When cord-like and movable, we may follow one of two plans, 
according to its size. We may remove it entirely from its sheath 
as it were, and bring the edges together by means of interrupted 
silver sutures, since the line thus formed, if we obtain union by 
the first intention, will offer no resistance, and will only contract 
to a very limited extent afterwards. If more extensive I divide 
the bands in sections, then separate the edges of each for half 
an inch, or more if possible, and then bring in between, from 
each side, healthy tissue to fill up the gap. Now, when this tis- 
sue is secured by interrupted sutures, we must use at least two 
between each section, or we would gain but little. We may by 
this means lengthen out a cicatricial band to such an extent as to 
neutralize all traction. 

When the cicatricial surface is spread out and superficial, it is 
to be snipped through with the points of a pair of scissors at 
regular intervals across the surface. We then form. another par- 
allel line of incisions in the same manner, but make the cuts 
opposite to the spaces which had been left in the previous one. 
We are thus to go over the whole surface, and afterwards keep 
the parts on the stretch until healed. The granulations which 
will fill up the spaces thus formed will be cicatricial in character, 
but not so dense as the previous tissue, and this operation may 
be repeated until we have gained all the space needed. If the 
parts are torn or lacerated, it takes a longer time for them to 
heal, and we gain time for absorption to take place. 

To Dr. Sims is due the idea of dispensing with tampons of lint 
and introducing the glass vaginal dilator. To my knowledge he 
has used the glass dilator for more than twenty years, and it is 
invaluable. It is more useful for that purpose than any other 
means at our command. 
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EXTIRPATION OF THE FUNCTIONALLY ACTIVE 
OVARIES FOR THE REMEDY OF OTHERWISE 
INCURABLE DISEASES. 


BY ROBERT BATTEY, M. D., 


Rome, Georgia. 


Some four years ago I brought to the notice of the Med- 
ical profession, through the columns of the “ Atlanta Med- 
ical and Surgical Journal,” a new surgical operation, and 
related a case in which I had removed the ovaries, still in a 
state of functional activity, from a young lady who was 
suffering serious detriment to her health and peril to her 
life by reason of an excessive menstrual molimen which was 
wholly unrelieved by the usual menstrual flux. In the in- 
tervening time other similar operations have been performed. 
In scarce any two cases of the short series have the urgent 
symptoms complained of been the same or strikingly analo- 
gous, and yet all have had certain features in common, which 
may very properly group them into a single class, inas- 
much as they have all been characterized by a vicious or 
abnormal ovulation upon the one hand, and have all obsti- 
nately resisted the more usual and well accepted methods of 
treatment upon the other hand. 

I am very sensible of the fact that the number of these 
operations is as yet entirely too small to establish any new 
principle, or warrant the drawing of any definite conclusions 
from the facts thus far ascertained. My own inclination 
would be not to intrude either my work or myself upon the 
notice of my brethren until I might be able, at a future 
time, to offer more enlarged and more mature results. Two 
considerations, however, have prevailed with me to make to 
the Society this meagre report, namely: an expressed desire 
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of certain members of the Society to have early possession 
of the facts thus far ascertained, and the consciousness that 
my obscure and circumscribed field of labor must necessa- 
rily render the accumulation of additional facts very slow 
and difficult in the future, as it has been in the past. 

In doing these operations I have sought to effect a cure 
of the varied maladies complained of, by the removal, in 
certain instances, of an ovary viciously or abnormally per- 
forming its functions, and more frequently by the removal 
of both ovaries, to put an end to ovulation entirely, and thus 
to determine the menopause or change of life; whereby I 
have hoped, through the intervention of the great nervous 
revolution which ordinarily accompanies the climacteric, to 
uproot and remove serious sexual disorders and reéstablish 
the general health. I have done ten operations in all; of 
which three fall under the former and seven under the latter 
head. 

Case I. Both ovaries removed. Single; aged 30; had 
been an invalid for sixteen years. She suffered with amen- 
orrhea, having had her menses but twice previous to my 
care of her. The menstrual molimen was excessive, accom- 
panied by headache, suffused countenance and, usually, 
convulsions, which were epileptiform in character and left 
the patient in a semi-comatose state. During these attacks 
she had repeated pulmonary congestions, followed by pro- 
tracted cough. There was slight tubercular deposit in the 
apex of the left lung. Ordinarily these attacks were re- 
lieved in a measure by vicarious hemorrhages, sometimes - 
gastric, sometimes pulmonary, rarely nasal, most frequently 
rectal. But once was there any bloody discharge from the 
uterus, and this followed upon an intra-uterine treatment 
just upon the eve of one of her paroxysms. She had re- 
peatedly had pelvic cellulitis resulting in abscess, and upon 
several occasions hematocele. She likewise suffered at times 
with acute articular rheumatism, such as I have repeatedly 
observed to accompany chronic uterine diseases, and which 
seemed to be developed by the uterine disease. Her period- 
ical attacks recurred at intervals of five to seven or eight 
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weeks ; were always more or less violent, and often seemed 
to threaten life. 

The ovaries were removed by abdominal section, silk liga- 
tures being used, the pedicles cut short and returned into 
the cavity. The operation was done just upon the eve of 
one of her paroxysms when she had already recognized the 
prodrome of the coming storm. Each ovary presented a 
recently ruptured Graafian vesicle, in one of which the blood 
had not yet coagulated, as if the ovum had but just escaped. 
The progress of the case was tardy; septicemia was en- 
countered and successfully overcome by the peritoneal 
douche, after the method of Dr. Peaslee. 

The results of this case have been marked and striking 
in several particulars. (1.) In the disappearance of the 
menstrual molimen, the cessation of the nervous phenom- 
ena, convulsions, etc. ; exemption from cough, pelvic inflam- 
mations, abscesses, and hematoceles ; in the rapid accumula- 
tion of flesh and strength, etc. (2.) In the occurrence of ute- 
rine hemorrhages—not simple metrostaxis, nor yet men- 
strual, but a true uterine hemorrhage, copious, protracted, 
and sometimes even exhausting. These hemorrhages appear 
at intervals varying from three to seven months, and con- 
tinue from two to five weeks. 

Case II. One ovary removed. Married; aged 32; one 
child, five years old; no miscarriage. She had suffered 
much since the birth of her child with neuralgia of the left 
ovary, the organ was much enlarged, sensitive to the touch, 
and the pain unrelieved by treatment The ovary was re- 
moved by incision into Douglas’s pouch and a ligature left 
upon the pedicle, the end hanging out of the vagina. The 
ovary was found to be greatly enlarged and in a state of 
cystic degeneration. The patient recovered without an un- 
toward symptom; there was no surgical fever ; the pulse 
did not go above 90 at any time. 

Result. She experienced a gratifying relief from pain 
for a time, but it subsequently reappeared in the right ovary, 
which is now enlarging and becoming more and more a 
source of suffering. It is in contemplation to remove the 
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remaining ovary by a second operation. The menstruation 
has been regular up to last spring, when she missed two 
months and supposed herself pregnant. This, however, has 
proved an error, and the menses are now regular again. 

Case III. Both ovaries removed. Married ; aged 38 ; three 
children ; youngest nine years; no miscarriage. She com- 
plained of neuralgic pains in the ovaries ; was the subject of 
long standing endometritis ; mind much impaired, threaten- 
ing mania. Both ovaries were removed through the vaginal 
incision and the pedicles crushed by the ecraseur. Neither 
ligatures nor sutures were used. The recovery was unin- 
terrupted ; the pulse did not rise above 100. 

Result. The menopause full and complete without a 
symptom of molimen. Disappearance of the pelvic pain and 
striking improvement in the mental condition. She now 
does unaided the house-work of her family. It is a remark- 
able fact, in this case, that the uterus, which was of full size 
at the operation and continued so for a year afterwards, has 
in the past eighteen months undergone an extraordinary 
hyper-involution until it is now no larger than that of a 
child six years old. 

CasE IV. One ovary removed. Married; aged 24; no 
children ; no abortion. She had been for two years bed- 
ridden with intense ovarian neuralgia, from which she had no 
relief except in the continued use of morphia, of which large 
doses were required to render her at all comfortable. Each 
recurring menstruation but added to the intensity of her 
sufferings. The case was put into my hands through the- 
kindness of Dr. Marion Sims, who, with Prof. Gross of Phil- 
adelphia, Prof. Sayre of New York, Prof. D. W. Yandell and 
Dr. Leachman of Louisville, and others, assisted at the oper- 
ation. The incision was made in the posterior vaginal cul- 
de-sac and the ovary found to be imbedded in pelvic lymp 
The identification of the ovary was confirmed by the prac- 
ticed touch of Dr. Sims and proved beyond controversy by 
portions of the stroma brought out upon my finger nail and 
submitted to Drs. Gross and Sayre. It was found to be im- 
practicable to isolate the gland entire and I contented my- 
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self with such disintegration as I could effect with my finger 
nail. The convalescence was slow and tedious, and much 
difficulty was encountered in breaking up the morphia habit 
which she had acquired. 

Result. There has been a decided improvement in the 
general condition of the patient since the operation. The 
menstruation is regular, moderately painful, borne without 
morphia. She is able to be about the house in comfort and, 
excepting at her periods, she walks to church on Sunday. 
So satisfactory is the result to her that she now urgently 
pleads for the removal of the remaining ovary, but is advised 
to. content herself for the present with the relief already ob- 
tained. The attending physician has recently reported this 
patient entirely recovered. See “Richmond and Louisville 
Medical Journal,’ October No., 1876. 

Case V. One ovary removed. Married; aged 35; no 
children ; never pregnant. She suffered with dysmenorrhea, 
intense ovarian pain, and coccygodynia. She was wholly 
unable to sit on account of pain and when not standing or 
walking was forced to the recumbent position. The right 
ovary, which was very sensitive to pressure, was removed 
by vaginal incision, the pedicle being secured by ligature 
and the organ cut away with scissors. She got up without 
an untoward event. 

Result. For some weeks after the operation there was a 
total subsidence of all pelvic discomfort with exception of the 
coccygodynia ; pain however returned in the other ovary and 
it became the subject of a second operation. 

Case VI. Both ovaries removed. Married ; aged 30; four 
children; youngest six years old; no abortions. She had 
suffered since last confinement with ovarian dysmenorrhea ; 

ee es quite hysterical and the mind so unbalanced as to 
--*<xcite grave apprehensions of confirmed insanity. 

| Operation. ‘The ovaries were brought down with great 

ease through the vaginal incision, the pedicles tied with silk, 

the organs cut away with scissors and the ligatures brought 

out of the vagina. No suture was used in the vaginal wound. 

The case progressed favorably. Upon the eighth day I noted 
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“slowly and steadily improving, has but little pain, takes no 
more morphia daily than was her habit before the operation, 
There is no heat, perspiration normal, urine natural and easy, 
bowels moved freely by seidlitz, tongue clean, some appetite, 
vaginal wound discharges but a trifle and is well closed around 
the ligatures; her condition is satisfactory.” On the morn- 
ing of the ninth day all was going well ; but at 2 P. M., rising 
upon her elbow to take a draught of water, she was suddenly 
seized with an excruciating pain in the lower abdomen and 
alarmed the house by her outcry. The pain was soothed 
with great difficulty by morphia and local applications of 
chloroform to the abdomen. I passed a gum catheter through 
the opening into Douglas’s fossa; no fluid escaped, but on 
withdrawing the instrument I found in its eye a brownish 
yellow, granular, semi-fluid, which resembled the feces of 
diarrhea, but there was no fecal odor. I washed out the cul- 
de-sac with warm water at 4 and 9 P. M. and again the next 
morning. Little or nothing came. She continued to com- 
plain of extreme soreness, dull pain, and sense of burning 
heat, in the lower abdomen. The pulse rose to 120° at 4} P. 
M., there was great heat and profuse sweating; at 10 P. M. 
the pulse was 140, with profuse sweating; at day-light the 
pulse barely perceptible at the wrist; there was general col- 
lapse, and death occurred at 2:45 p. M. of the tenth day. 
Autopsy by Dr. James B. Baird: “ Body appeared well 
nourished, no emaciation. Section of the abdominal walls re- 
vealed the existence of general peritonitis ; coils of intestine 
were extensively adherent, though the adhesions were very 
recent and offered no resistance. The abdominal cavity con- 
tained about six ounces of turbid, gray colored sero-purulent 


fluid. The peritoneal surface was coated with freshly exuded — 


lymph; the cecum and vermiform appendix were deeply 
congested. The fundus of the uterus was firmly attached to 
the rectum ; evidently by adhesion of several days’ standing. 
This adhesion extended laterally so that both broad liga- 
ments were firmly bound down posteriorly, completely iso- 
lating Douglas’s fossa from the remaining pelvic cavity. A 
perforation of the peritoneum, through which pus welled up 
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when the uterus was pressed upon, was observed in the right 
broad ligament. This perforation terminated in an abscess 
of about one fluid ounce capacity occupying the right side 
of Douglas’s cul-de-sac, and surrounding the right ligatured 
stump. The parts adjoining the left stump were intensly 
inflamed but contained no pus. The ligatures had not been 
thrown off.” 

Case VII. Both ovaries removed. Single; aged 25. Her 
menses appeared at 14; were regular but painful; severe 
dysmenorrhea from the first. She had been under the sys- 
tematic care of more than twenty physicians, and was aban- 
doned asa thoroughly incorrigible case. For the past four 
months she had been entirely bed-ridden, and a constant 
sufferer. She vomited her breakfast daily, but retained 
nourishment at dinner and tea. She required each day two 
or more grains of morphia, and every. night sixty grains of 
chloral. Her nervous system was greatly shattered. The 
hypogastrium was tender ; the uterus a little retroverted and 
tender upon pressure ; the ovaries were enlarged, prolapsed, 
extremely sensitive, and the seat of constant neuralgic pain. 
Her general condition was fair for operation. 

Both ovaries were cleanly removed, through the vaginal 
incision, by the ecraseur, and no ligature or suture was 
employed. The entire loss of blood did not exceed half 
an ounce. There was a little regurgitation of bile after the 
operation, but no vomiting. She required morphia subcu- 
taneously in one grain doses, to quiet the nervous system, 
and a dram of chloral at night, without which there was no 
sleep. The progress was all that could be desired; she 
complained only of the gradual withdrawal of morphia and 
chloral. The maximum temperature reached 100.5° on the 
second, and again on the fifth day; the maximum pulse, 
100 at the time of operation, and again on the seventh, 
eighth, and tenth days. On the eleventh day she walked 
across her room. The vaginal wound is quite healed, she 
feels herself perfectly well every way, there is no pain, and 
she bears pressure over the hypogastrium and iliac fossz 
with impunity. On the twenty-seventh day she attended 
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the Industrial Exposition, remained for three hours, and 
walked freely everywhere. The attending physician subse- 
quently reported this case entirely well. See Richmond and 
Louisville Medical Journal, October, 1876. | 
Case VIII. Both ovaries removed. Martied; age 28; 
one child, eleven years old. Her life had been one of con- 
tinual suffering for eleven years, during the greater portion 
of which period she had been a bed-ridden invalid, with 
metritis, uterine hyperplasia, pelvic cellulitis, repeated pelvic 
abscesses, etc.,etc. The abdominal muscles were tense and 
hard, the uterus was enlarged and indurated, very sensitive to 
the touch, fixed in the pelvis by extensive deposits of lymph 
in the surrounding tissues, with which the whole pelvis was 
much blocked up. Behind the uterus was a rounded, rather 
elastic body, the size of a large walnut, occupying the floor 
of Douglas’s fossa. It was very sensitive on pressure, with 
a pain which she described as being acute and sickening ; it 
was but slightly movable and there was no distinct fluctua- 
tion. The right ovary was zz st¢w, enlarged, and very ten- 
der; the left ovary could not be found in its usual locality. 
The rounded body in Douglas’s pouch was probably the de- 
generated left ovary, possibly a small hematocele or abscess. 


Operation. The uterus was dragged down with difficulty - 


in consequence of the pelvic deposits, and the posterior vag- 
inal cul-de-sac incised with scissors, cutting into a small 
hematocele from which was scooped out about an ounce of 
grumous blood and the fossa laid open by incising the peri- 


toneum. The finger now came in contact with the left ovary. 


lying behind the uterus and above the hematocele. The 
ovary was enlarged to the dimensions of a hen’s egg by cystic 
degeneration and firmly bound down by pelvic adhesions, in 
the rupture of which the cyst gave way and discharged a 
clear and rather viscid fluid. The tumor was brought as well 
as could be into the vagina and a ligature thrown around it 
as high as practicable. The right ovary was next examined 
and found still more deeply bedded in lymph, from which it 
was torn loose and drawn downwards to be ligated also. It 


likewise contained a small cyst about the size of a partridge 
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egg. So ragged were the tissues about these degenerate 
ovaries when torn loose from their adhesions, and so difficult 
was it to bring well into view their altered structure, that it 
could not be asserted that the entirety of either gland was 
included below its ligature. To diminish the doubt upon 
this point to the minimum the chain of the ecraseur in each 
case was carried as high into the cul-de-sac as could well be 
done and the chain tightened. After cleaning out the vagina 
there was considerable oozing which was promptly checked 
by passing small lumps of ice into the pouch of Douglas. 
The progress of this case was slow and difficult ; there was 
much pelvic inflammation and several discharges of pelvic 
suppuration. The maximum temperatures were 102.5° on 
the second and seventeenth days; 103° on the eighteenth, 
and 106° on the twenty-fifth days respectively. The maxi- 
mum pulse, 152 on the second; 128 on the fourth and sev- 
enteenth, and 144 on the twenty-fifth day. 

Result. Has thus far been unsatisfactory as regards the 
objects for which the operation was undertaken ; the painful 
menstruation has returned as before the operation, and her 
general state has been little if at all improved. It can only 
be said that she is rid of a cystic degeneration of both ovaries, 
when both were so bound down by adhesion as to offer little 
hope of life at a future day by the major operation. 

Case IX. Second ovary removed. The patient (Case V.) 
being still unrelieved by the removal of one ovary it was 
deemed best to remove the other also. This was attempted, 
as usual with me now, by the vaginal incision. Upon open- 
ing the cul-de-sac, however, the remaining ovary, which had 
been left entirely free and movable at the former operation, 
was found to be firmly fixed and imbedded in lymph. It was 
torn loose with the finger in the same ragged condition as in 
Case VIII. and removed with the ecraseur. The patient 
recovered from the operation without trouble. | 

Result. She still suffers with pelvic pain and the menses 
continue regular and painful as before. She subsequently 
became the subject of excision of the coccyx at the hands of 
Dr. Edward Richardson of Louisville, and the history of the 
case will be given to the profession at a future day by him. 
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CasE X. Both ovaries removed. Single; aged 29. This 
patient had for many years been the subject of ovarian dys- 
menorrhea, her nervous system very much impaired and the 
mind somewhat so. My attention was called to the condition 
of the heart, as she had for years complained of occasional 
pain in the cardiac region and had, at times, a variable pulse, 
sometimes quick and at others abnormally slow. The sounds 
were found by myself and others to be quite normal, and her 
heart troubles were believed to be merely functional and 
sympathetic. Upon the day appointed for operation the 
pulse was found to be 60 per minute and weak, and it was 
deemed best to postpone the operation. On the following 
day the pulse was 100 and of good volume. She bore the 
ether well, the pulse was good throughout, and the operation 
went on with great ease and celerity ; the ovaries being free ~ 
and easily accessible. In bringing down one of the ovaries 
with the forceps, it was observed that a knuckle of small in- 
testine was included in the grasp; this was returned imme- 
diately to the abdomen in a condition, as I think, wholly un- 
injured. The ovaries were removed by ecrasement, no liga- 
ture or suture being left. The oozing was slight and quickly 
ceased. She was put to bed, morphia administered and 
quiet enjoined. After dinner the patient complained of pain 
and reported that the nurse had taken the liberty to change 
her clothing and had hurt her very much in doing so. She 
passed a restless night and complained much of abdominal 
pain during the following day, which required the free use 
of morphia and warm fomentations. On the third day she 
was much easier, rested quietly in the forenoon and ex- 
pressed herself hopefully better, though there was nausea 
and vomiting. She had a quarter grain of hypodermic mor- 
phia at 9 A. M., and a like quantity at 1 p. m. About noon the 
pulse began to give way decidedly in volume, became fre- 
quent and indistinct, and at 3 Pp. M. she was drowsy and hard 
to waken. She roused up at 5, was rational, talked freely 
and with good voice — “feels a great deal better.” The 
heart’s action was now very feeble, there was but slight pul- 
sation in the femorals, none at all in the brachials. She soon 
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lapsed into a comatose state and died at 9; Pp. Ms. Maximum 
temperature 1044° on the second day, and 1073° just before 
death ; maximum pulse 128 on the second, and 160 on the 
third days. Autopsy refused. 

In presenting briefly these cases to the Society it seems 
proper that I should append certain remarks and comments, 
notwithstanding I address so many who are adepts and 
savants in a science and art in whic) I am myself but a 
tyro. 

The term Normal Ovariotomy, which I adopted for my 
original operation, has received at the hands of the profes- 
sion almost universal condemnation. I confess myself still 
too obtuse to see clearly the appositeness of the general 
criticism which has been made upon my use of this term. 
Accepting the definition of Webster, I am not able to 
perceive any impropriety in distinguishing my operation 
from that of McDowell, by the use of the term normal as 
applied to the surgical proceeding itself, indicating thereby 
that it conforms to the usual rule or standard by which 
such operations are named. Webster defines the term nor- 
mal, “according to an established norm, rule, or principle,” 
and gives as synonyms, “regular; ordinary ; analogical ;” 
and remarks of its scientific use: “A thing is xorma/, or in 
its zormal state, when strictly conformed to those principles 
of its constitution which mark its species. It is abnormal 
when it departs from those principles.” Dunglison defines 
the term normal, “according to rule, perpendicular.” 

When I extirpate an ovary which, although it may be 
diseased, is easily and distinctly recognizable as an ovary, 
and which is regularly performing its functions as an ovary, 
I feel that I am doing ovariotomy “according to rule,” ova- 
riotomy which is “strictly conformed to those principles 
which mark its species” amongst surgical operations. I 
feel that I am doing the operation of ovariotomy normally, 
or, in other words, that I am doing Normal Ovariotomy. 
When either of my friends around me is engaged in the 
extirpation of a huge and unsightly tumor from the abdo- 
men of a woman, a tumor in which I can recognize no form 
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or semblance of an ovary whatever, I feel that he is doing 
an operation which, in its designation, is not “ according to 
rule ;” an operation which, if ovariotomy at all, “departs 
from those principles of its constitution which mark its 
species.” If, therefore, I recognize the latter operation as 
ovariotomy at all, which long established custom obliges me 
to do, I am forced to the conclusion that the term is abnor- 
mally used, that the proceeding is abnormal in its designa- 
tion, that the operation is abnormal ovariotomy. In this 
sense, therefore, I have made use of the term, and have not, 
as some have supposed, been guilty of the absurdity of using 
the term normal as a synonym of the words natural or 
healthy. Since, however, the use of this term has.met with 
no favor at the hands of the profession, and especially as it 
has but served to obscure rather than elucidate my mean- 
ing, I have cheerfully abandoned it, but in so doing I find 
myself at a loss at present to offer any suitable substitute. 
What are the indications for this operation? I have en- 
deavored to make myself understood in answer to this 
question in my published communications and reports, but 
I regret to say with little success. When I report a case 
of amenorrhea, it is commented upon as dysmenorrhea ; 
when I assert that I do not operate for nymphomania, and 
that the removal of the ovaries does not annul the aphrodi- 
siac propensity, it is boldly stated in criticism, that I do op- 
erate for nymphomania, and that the operation is a failure! | 
So great is the sanctity attached to the functions of the 
ovary and the testicle, in the professional as well as the pop- 
ular mind, I hold that neither of these organs ought to be 
sacrificed to the surgeon’s knife excepting for just cause and 
provocation, and after mature deliberation. I go further: 
than this, I believe that these organs should alone be sac- 
rificed for grave causes, and then only as a dernier resort, 
when the hitherto recognized resources of our art have been 
expended in vain. This much is due to the dignity of our 
calling ; this much is due to humanity, to decency, and to 
public morality. I hold it to be the highest duty of our 
profession to preserve life. No physician has the moral 
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right to say to his patient, “It is better to die than to live.” 
No part of the human body ought be invested with such 
dignity and value that it may not properly be sacrificed, if 
need be, for the welfare of the whole. In my opinion the 
removal of the functionally active ovaries is indicated 77 the 
case of any grave disease which ts either dangerous to life or 
destructive of health and happiness, which is incurable by 
other and less radical means, and which we may reasonably 
expect to remove by the arrest of ovulation or change of life. 
I do not propose it for any case which is curable by other 
means. If asked, “dolI operate for dysmenorrhea, for amen- 
orrhea, for epilepsy, for mania?” I answer both zo and 
yes: no, if the case be susceptible of other remedy ; and yes, 
if the case be grave and otherwise without remedy. “Dol 
operate for nymphomania?” Vo; never! There is no rea- 
son to expect its cure by the arrest of ovulation. 

Should one or both ovaries be removed? In three of these 
cases I have cited, but one ovary was taken. In each there 
was reason to believe that but one ovary was at fault.. In 
neither of the three has the result been quite satisfactory. 
In one case the second ovary was subsequently removed in 
an imperfect and unsatisfactory manner in consequence of 
pelvic adhesions which had followed upon the former opera- 
tion. In all of my cases it has seemed to me that more or 
less lymph was thrown out in the pelvis and the uterus 
more or less fixed by it. In Case III. the uterus was thus 
fixed for months, the deposits of lymph being quite abund- 
ant ; but after the lapse of a year these deposits were appar- 
ently all gone and the mobility of the pelvic organs again 
became perfect. In Case IX. if a year or more had elapsed 
between the two operations, it is possible that the second 
ovary might then have been found free and its removal 
might have been accomplished cleanly and completely. In 
Case IV. the patient now complains of the remaining ovary, 
and pleads for its removal. The lymph deposits in the pel- 
vis are quite extensive, and there is great doubt whether an 
operation would be satisfactory, hence the advice to the pa- 


tient to content herself with the great relief she has already 
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obtained, until, perchance, her condition may at a future 
time be more favorable for a second operation, In Case IL. 
the remaining ovary has become’enlarged and painful, and 
will be the subject of a future operation. In all three cases 
the ovaries left were free, and could have been easily re- 
moved at the first operation ; in all the patients were pre- 
sumptively barren. 

When we consider the grave character of the cases in 
which these operations are done ; when we consider the 
difficulties which attend upon a second operation ; when we 
consider the proneness of the ovary left behind to become 
the seat of disease ; and when we take into account the ad- 
vantages which we may expect to gain by the alterative 
results which attend upon the change of life, it may well 
be asked if the necessity which condemns the one ovary 
ought not to condemn the other also, 

My first operation was made through the abdominal wall, 
all of the others through the vaginal cul-de-sac. The latter 
method presents, I think, several advantages ; namely, Ist. 
The tissues cut through in the incision are thinner and less 
important than those of the abdominal wall. 2d. With judi- 
cious management air need not, and generally is not, admit- 
ted to the cavity of the abdomen, which is inevitable in the 
abdominal method. 3d. A peritonitis set up in the pelvic 
membrane is much less likely to become general and is 
much less grave in its consequences. 4th. The drainage 
of serum from the cul-de-sac is prompt and continuous. 
5th. With care there is no interference with the mass of 
intestines. 6th. With properly educated touch the ovaries 
are reached with greater facility, and they are brought into 
view with less strain-upon the broad ligaments. 7th. These 
combined advantages render the vaginal method leas. dan- 
gerous to the life of the patient. 

For the abdominal: method it may be claimed: 1st. That 
deficiency of touch may be supplemented by the eye; and 
2d. That adhesions can be more easily dealt with and the 
ovary more cleanly removed when adherent. 

To the first of these I would object that the abdominal 
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incision must be unduly long to enable one to /ook down 
into the pelvis in search of the ovaries, and they can be 
more readily brought into view in the vagina than upon the 
abdomen if they be not adherent. No one who has not 
already acquired the true ¢actus eruditus in gynecological 
practice should attempt this operation at all. The second 
claim for the abdominal method is better founded, but the 
same objection may be made to the length of the incision 
needed for free ocular inspection of the deep pelvis. The 
intestines must be pressed upwards by the deep introduc- 
tion of several fingers, or the hand of an assistant, and the 
air freely admitted to the abdominal cavity. A larger expe- 
rience in this particular operation will lead to greater dis- 
criminating power in searching out the buried ovaries, and 
the device of a suitable scoop directed by the educated 
finger, will probably enable us to remove the glandular 
tissue from its surroundings with a good degree of precision. 

My method of operating is briefly this: I place the sub- 
ject upon the left side, semi-prone ; open the vagina and 
retract the perineum with a Sims’ duckbill speculum having 
- a broad rather short blade which is but slightly cupped. I 
have operated very well with a single blade of Storer’s Bos- 
ton speculum. The cervix is seized with stout volsella, 
the uterus drawn down under the pubic arch and the vagi- 
nal membrane and cellular tissue incised with scissors say 
one and a half inch in the median line of the posterior cul- 
de-sac, beginning immediately behind the uterus. If there 
is bleeding, which there usually is not, it is controlled by a 
jet of ice water, or by torsion, after which the peritoneum 
is incised. I now direct an assistant, with a hand upon the 
hypogastrium to press the abdominal organs downwards 
into the pelvis whilst I pass a finger up into Douglas’s fossa, 
and, assisted by suitable forceps, bring down the ovary into 
the vagina and throw a ligature about its base. The other 
_ ovary having been similarly treated the organs are removed 
in turn by the ecraseur, allowing time sufficient in the 
crushing to give immunity from hemorrhage. The vagina 
is now syringed out and the patient put to bed. No liga- 
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tures or sutures should be left in the tissues; these I regard 
as both superfluous and detrimental. The patient is placed 
upon the back and the drainage is as perfect as could be 
desired. 

The complications which may be encountered are: adhe- 
stons, which are sometimes extensive and intimate; indeed, 
the ovary may be so buried in lymph as to render its recog- 
nition difficult, as in Case IV., where even the erudite touch 
of Dr. Marion Sims did not determine the point fully, and it 
was only rendered clear by bringing away portions of the 
ovary itself. The adhesions are to be broken up by the fin- 
ger, and when the organ cannot be freed ex masse it is disinte- 
grated as much as possible that it may slough out. In such 
cases a scoop is needed, similar to Simon’s for uterine cancer, 


except that the edge of the spoon ought to be somewhat 


dulled that it may simply scrape out the glandular structure 
without any cutting action upon the more resistant tissues. 
Such a spoon could be guided by the finger and used effec- 


tively, and, if with proper care, without damage to important 


structures. 

Prolapse of intestine has not occurred in any case, except- 
ing in one instance when a knuckle was inadvertently pinched 
with the forceps and brought down with the ovary. The 
position of the patient causes the intestines to gravitate 


towards the umbilicus and they are not likely to give trouble’ 
unless forced downwards by aR violence from the 


hand of the assistant. 
Hemorrhage has never been trouBlexoum in any case; 


generally the loss of blood has been very trifling. I attrib- 


ute this exemption to the fact that I move the ecraseur 


chain very slowly and give ample time for hemostasis. In 
one instance where there was rather free venous oozing I 


stopped it quickly by pushing small lumps of ice into Doug- 
las’s fossa ; these melted and the water drained away at once. 


The fact should not be overlooked that there might be troub-_ 


_ lesome hemorrhage in this operation, and such hemorrhage, 
on account of the impossibility of bringing the bleeding 
stump down into the vagina for the application of a ligature, 
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would find the operator in a position of great disadvantage. 
It is, of course, important that wise precautions should be 
taken in advance to avoid such an embarrassing accident ; 
but should it occur what is to be done? I answer that the 
emergency would present an inviting field for display of the 
skill and readiness of the true surgeon who is master of the 
situation, full of resources and prompt in their application. 
My own thought upon the subject suggests a few expedients 
which may be worth the mentioning; namely, (1.) The 
‘lumps of ice in the pelvis as already alluded to. (2.) Digital 
compression, by passing the finger up behind the uterus, 
then outwards along the broad ligament until the bleeding 
point is reached, which is to be firmly compressed against 
the pelvic wall. (3.) A small compress of lint armed by a 
thread and impregnated with an iron or other styptic, may 
be carried up with forceps and interposed beneath the com- 
pressing finger. (4.) In a thin subject a globular compress 
placed upon the hypogastrium and forced downwards into 
the pelvis. (5.) A large Barnes’ dilator passed into Douglas’ 
space and inflated or distended with ice water. (6.) Com- 
presses of cotton wool, each armed with a small cord and 
passed successively into the fossa until it is full, and two or 
more of the upper ones brought downwards a little to wedge 
‘the others laterally against the pelvic walls. (7.) The ab- 
dominal section. This I would regard with little favor. It 
should not have precedence of several or perhaps all, of the 
expedients naméd. To be effective the opening must be 
large enough to give free access to the pelvis so that the 
bleeding vessel may be secured ; in my opinion this would 
complicate the operation more than either of the expedients 
I have suggested. 

Of the after treatment little is to be said. In general it 
has been sufficiently simple. In two or three instances I 
have found it necessary to wash out the cavity with a double 
_ current catheter, in the others only syringing the vagina has 
been required. The vaginal wound begins to contract 
promptly after the operation ; in twenty-four hours it is re- 
duced to one half or one third the original length. In no 
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case has there been prolapse of intestine through the opening. 
Should such prolapse occur it seems to me that it would only 
be necessary to place the patient upon the side, return the 
intestine, and keep her in position for some hours. 

The mortality in my hands has been two in the ten cases. 
This I regard as excessive and ought to be reduced at least 
one half upon a more extended line of cases. Two or three 
of the cases have been very unpromising ones, but it is not 
these who have died ; some have required much and diffi- 
cult manipulation to complete the operation, but none of 
these have died. In both of the fatal cases the pelvis was 
free from lymph, the ovaries removed with ease and facility. 
In one the stump was ligated with silk and the ligature 
brought out; in the other case the ecraseur was used and 
neither ligature nor suture left behind. The cause of death 
in one was clearly due to the accident of the opening of a 
small pelvic abscess into the peritoneal cavity from which the 
pus could find no outlet. I say accident, for, ordinarily na- 
ture is wonderfully conservative in her manner of getting 
rid of such collections of pus, sometimes by the vagina, some- 
times by the rectum, sometimes by the bladder direct, and 
sometimes indirectly through the pelvis of the kidney. 
Rarely, very rarely does an abscess of the pelvis open into 
the peritoneum. Could the precise situation have been 
known in the sudden collapse of Case VI. a catheter might 
easily have been passed through the recent adhesions in the 
pelvis and the patient rescued by timely washing of the peri- 
toneum. Up to the moment of bursting of the little abscess 
the condition of the patient was excellent and her recovery 
appeared to be well assured. In consequence of my failure 
to secure an autopsy in Case X. the cause of death cannot be 
stated. Through the imprudent interference of the nurse in 
changing the clothing and bedding, by which much pain was 
given, a sharp peritonitis ensued, but on the morning of the 
third day she seemed much and hopefully better. The pulse 


and temperature both indicated the improvement, as well as 


the general symptoms. In my opinion a weak heart was an 
important factor in the fatal issue. 
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Does this operation impair the aphrodisiac power of the sub- 
ject2 1 answer there is no reason to suspect this in any of 
my cases, and in most of them it is definitely known that 
such is not the result. There is no loss of the womanly 
graces, but on the contrary the patient gains flesh and be- 
comes even more attractive. 

Lastly. Wall the removal of the ovaries determine the 
change of life? The number of my cases is as yet entirely 
too small to throw any important light upon this question. 
In three of the operations cited but one ovary was removed ; 
of the remaining seven two died ; of the five, two (Cases VIII. 
and IX.) were so complicated with pelvic deposits of lymph, 
that it could not be asserted that the ovaries were cleanly 
removed ; so that of the ten cases there are but three which 
can throw any light upon this subject. In one of the three, 
a lady of thirty-eight years who was perfectly regular at the 
time of the operation and had been for years, the change 
came at once and in all its completeness. There was no 
subsequent sign of the menses, nor was there any symptom 
of a menstrual molimen. In one case the menses ceased, 
but there was headache and backache for several months 
as the periods would recur. In one case there had been 
amenorrhea, with vicarious hemorrhages; the patient had 
had a bloody discharge from the uterus but three times 
between her puberty and thirty years of age. Following 
upon the operation a great and radical change came over 
her; the menstrual molimen, which had recurred eight or 
more time per year for §fteen years, ceased entirely with 
its concomitant nervous symptoms, convulsions, vicarious 
hemorrhages, and pelvic inflammations ; and a uterine hem- 
orrhage appeared, copious in quantity, protracted (two to 
five weeks) in its duration and very irregular (three to seven 
months) in its intervals of rest. In neither of the three 
cases can it be denied that a great and important “change” 
has been wrought in the subjects of the operation in con- 
sequence of the operation. , 

I had designed in this connection to consider somewhat 
in detail the probable influence of this operation upon the 
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generally accepted belief in the ovular theory of menstrua- 
tion, but the time already consumed admonishes me not to 
trespass too far upon the forbearance of the Society, and I 
therefore reserve this branch of the subject for a future 
occasion. Whatever differences of opinion may exist in 
regard to the effect of double ovariotomy upon the function 
of menstruation the fact that the phenomena attendant upon 
the change of life are chiefly, if not entirely, due to the cessa- 
tion of the functional activity of the ovaries will scarcely be 
denied. It is the great systemic revolution which occurs 
upon the final cessation of ovulation which I seek to effect, 
and that such result follows upon the complete extirpation 
of the ovaries is, I think, not to be called in question. 


[Owing to the absence of Dr. Battey on account of illness, 
discussion upon his paper was postponed to the next meeting. ] 
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ON CENTRAL RUPTURE OF THE PERINEUM. 


BY J. MATTHEWS DUNCAN, M. D., 


Edinburgh, Scotland. 


CENTRAL rupture of the perineum is an important acci- 
dent which is generally misunderstood or imperfectly under- 
stood. This arises from two misleading circumstances ; 
first, that it is considered only as an injury which produces 
a fistula-like passage, from the vagina, opening externally 
between the anus and fourchette, all the tissues from the 
skin to the mucous membrane inclusive being perforated ; 
second, that it is considered only as an injury which is 
separate and distinct from ordinary laceration of the peri- 
neum, an isthmus of skin and other tissues remaining entire 
between it and the vulvar opening of the vagina whether 
entire or torn. 

Now a central rupture of the perineum may take place 
without all the tissues being torn, or without a new arti- 
ficial passage into the vagina being made. The central 
perineal rupture may affect only the skin, and that only par- 
tially — that is, as a split or crack. It may affect the skin 
only, the subjacent cellular tissue being exposed. It may 
affect the vagina only. Lastly, it may affect skin and 
mucous membrane and the tissues immediately adjacent, 
while there remains entire some tissue intervening between 
the skin and the vagina. These various forms of central 
rupture of the perineum are much more common than the 
rare, complete, perforating, central rupture which alone is 
generally regarded when this accident is described. 

In the following case is presented an example of central 
rupture of the perineum consisting only of split or cracked 
skin. 
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Case I. M.K., etat. 25, primipara, delivered in the Royal 
Maternity Hospital on August 8, 1876, and examined the 
following day. The posterior part of the vaginal orifice 
was lacerated in the usual way. Continuous with this was a 
laceration of the fourchette and perineum to the extent of 
a quarter of an inch. Behind this laceration, and contin- 
uously with it, was a line of split skin which extended to the 
verge of the anus. The epithelium over the split was entire, 
but its translucency showed a line of ecchymosis beneath. 
On the following day the epithelium was partially removed 
(not artificially), and on the next day it was absent along 
the whole line of the split, there being now a linear and just 
visible raw surface. That this split was a central rupture, 
or one quite independent of the perineal laceration anterior 
to it, was evident from its length. Had it been only about a 
line in length, instead of fully an inch, it might have been 
regarded as a just more than threatened continuation of the 
ordinary perineal laceration that existed. Its length made 
this explanation of it quite untenable, and compelled us to 
regard it as an independent or central rupture. 

The following case is an example of central rupture of the 
perineum where this rupture affected the whole thickness of 
the skin, the subjacent cellular tissue being laid bare. 

Case II. M. S., wtat. 28, primipara, delivered in the 
Royal Maternity Hospital, on September 5, 1876, and ex- 
amined by me on the 6th. There were extensive vulvar 
lacerations which do not here demand description. The 
posterior margin of the vaginal orifice was lacerated in the 
usual way. Continuous with this injury was a laceration of 
the fourchette of slight\extent. Then there was an isthmus 
or narrow bridge of sound skin. Behind this bridge or isth- 
mus the perineal skin was completely lacerated for, nearly 
an inch, and to within half an inch of the anal opening. 

In this instance the skin alone was torn through centrally. 
The existence of the entire bridge of skin in front of the 
central perineal laceration, and between it and the injury 
of the fourchette, demonstrates its character as a central 
rupture, independent of the slight anterior laceration, of 
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which it might otherwise have been regarded as a continua- 
tion, 

When the vagina alone is torn in a part corresponding to 
the perineum, the injury may be described and regarded as 
a mere vaginal split or laceration quite independent of the 
perineum; but laceration of the vagina is, on the other 
hand, quite as much a part of complete central rupture as is 
laceration of the skin; and it cannot but be desirable to 
consider its production as a partial or incomplete central 
rupture. It is the combination of the vaginal rupture with 
the perineal rupture that forms the complete central rupture. 
As the skin may alone be ruptured, so the vagina and ad- 
jacent tissues may alone be ruptured, and of this accident 
the following case is an illustration. 

Case III. F. G,, about twenty years of age, primipara, 
was delivered on the 29th September, 1873, and immediately 
examined. The vaginal orifice was lacerated posteriorly in 
the usual way, but the fourchette and perineum were entire. 
Above the middle of the perineum the vagina was deeply 
lacerated. The finger passed through the orifice of the 
vagina could feel the rent; and by simultaneous external 
and internal examination the thinness of the skin and other 
tissues remaining entire could be made out. Further par- 
ticulars of this case are given in the “ Edinburgh Medical 
Journal” for April, 1876. 

The following case seems to me to show that a central 
rupture may affect the skin below and the vagina above and 
leave the intervening parts entire. The existence of the 
_bridge of tissue, to be afterwards described, demonstrates 
that the whole laceration was not an extension of the ordi- 
nary perineal laceration, and that the rupture behind the 
bridge was of central character. Now the central rupture 
was complete for a small extent behind the bridge of tissue, 
there being there a free passage from without into the va- 
gina. But the bridge of tissue remained entire over some 
extent of the central part of the.rupture, which is regarded 
as beginning where the ordinary perineal rupture ended, 
that is, at the bridge of tissue. 
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Case IV. E. C., etat. 24, primipara, delivered in the 
Royal Maternity Hospital, on August 14, 1876, and examined 
on the following day. The vaginal orifice was torn posteri- 
orly in the usual way. ‘This laceration was continuous with 
a laceration of the fourchette and perineum, which extended 
backwards, so far as the skin was concerned, to within less 
than half an inch from the anal opening. At the posterior 
part of this laceration the little finger could be passed into 
the vagina behind a persistent bridge of tissue. The peri- 
neum was completely lacerated anteriorly only to a slight 
extent. There was a complete central rupture posteriorly, 
and this was separated from the ordinary perineal part of © 
the general laceration by the bridge of tissue. The central 
rupture was continuous with the ordinary perineal rupture 
so far as the vagina and the perineal skin were concerned. 

This case is not one of ordinary complete central rupture, 
because the perineal skin was not entire in front of it. It 
was only the bridge of tissue between the vagina and 
perineal skin that remained entire, and proved its central 
character. 

It isa great mistake to suppose that those only are central 
ruptures of the perineum, where the rupture is separated 
from the vulvar orifice by a bridge or strap of skin connect- 
ing the labia. There can be no doubt that cases of appar- 
ently extensive simple perineal laceration are really, in many 
instances, ordinary perineal lacerations conjoined with the 
rarer central lacerations; or are really extended central 
lacerations or ruptures, ordinary perineal laceration or rup- 
ture never having had a chance of occurring. , 

In Case II. already given, had there been absence of the 
little band of skin connecting the labia majora in front: of 
the partial central rupture, the case would probably and 
naturally have been regarded as an extensive simple peri- 
neal laceration of ordinary kind. The bridge or band of skin 
demonstrated where the ordindry perineal laceration ended 
and the partial central rupture began. In Case IV. the 
bridge of tissue prevented a natural mistake of like kind. 

But my present remarks, while well illustrated by cases 
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of partial central rupture, are specially directed to complete 
central rupture. Nowa complete perforating central per- 
ineal rupture may be conjoined with an ordinary perineal 
rupture, there being no connecting band or bridge to 
show where the one ends and the other begins. There 
cannot be said to be any such conjunction where a central 
rupture is so great that it tears forward into the vulva: for 
under such circumstances ordinary perineal rupture had no 
chance of occurring: the whole rupture is central in char- 
acter. But it happens frequently, in cases of complete cen- 
tral rupture, that the child is not born through the rupture 
or new exit from the vagina, but through the proper open- 
ing of the canal; and, in such a case, the passage of the 
head will produce the same vaginal and perineal lacerations 
as if the central rupture had not previously occurred. Now, 
under such circumstances, it is very likely that the ordinary 
perineal laceration, if it occur, will be conjoined with the 
central one, and the relative extents of the two will be inca- 
pable of being decided by subsequent examination. 

An ordinary perineal laceration is an injury quite distinct 
from a central rupture. It arises from insufficiency or un- 
dilatability of the orifice through which the child has to 
pass. A central rupture arises from an insufficiency or un- 
_dilatability of the canal leading to the orifice. The parts 
affected in central rupture may be torn by extension of a 
tear begun at the fourchette as the head passes through the 
orifice at the vulva. If the injury would have occurred even 
if there had not been an ordinary perineal laceration, then 
it is a central rupture, accidentally conjoined and con- 
founded with an ordinary perineal laceration. If such a 
laceration would not have occurred had not the ordinary 
perineal laceration led to it, then it is merely an extensive 
ordinary perineal laceration. 

It is commonly related that, in cases of central rupture, 
the child passed through the new opening, but I am inclined 
to believe with Lachapelle that it rarely occurs. Such a 
passage is probably sometimes believed in after the event, 
but not carefully observed while the passage is going on. 
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If the child passed through the rent, it would probably ex- 
tend the central rupture into the vulva, and the practitioner __ 
would, after the birth, probably regard the case as one of 
ordinary perineal laceration of high degree. 

The simultaneous or nearly simultaneous occurrence of 
central and ordinary perineal rupture, as occasionally occurs, 
and which Lachapelle has illustrated by cases, is probably 
not arare one. In such cases, if the ruptures unite, and if 
there be no observed antecedence of the central rupture, it 
will be impossible to decide whether the great extension of 
the rupture is central or not. 

The simultaneous, or nearly simultaneous occurrence, with 
or without coalescence, of ordinary and of central perineal 
rupture, is not only described, but easily understood. For 
while the occiput is distending and tearing the vulvar orifice, 
the larger and following part, embracing the forehead, may 
be centrally lacerating the perineum. 
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VIBURNUM PRUNIFOLIUM (BLACK HAW); ITS USES 
IN THE TREATMENT OF THE DISEASES 
OF WOMEN. 


BY EDWARD W. JENKS, M. D., 


Detroit, Mich. 


Among the most ornamental of our native shrubs, is a 
plant belonging to the well-known genus, viburnum, — the 
same which furnishes our familiar “snow-ball bush,” the 
“cranberry-tree,” and the “sheep-berry,’ — to which botan- 
ists have given very appropriately the specific name “pru- 
nifolium ” (“ plum-leaved ”). 

Its erect, tree-like habit of growth, the regular form and 
delicate toothing, but more especially the glossy green of its 
leafage, render it an attractive object throughout the season, 
and it is conspicuous for beauty when, in the early spring, it 
puts forth its dense clusters of snowy blossoms. It is in- 
_digenous in our southern and western States, where like its 
northern congener, viburnum lentago, or sheep-berry, it is 
generally found in dry copses and open woodlands. 

Only within a few years has this plant been brought to 
the notice of the profession as a valuable therapeutic agent, 
and it has already won for itself a high place in the favorable 
estimation of the few who have learned its virtues by prac- 
tical experience. 

The portion which is used in medicine, is the bark of the 
root and the bark of the young shrubs and newly grown 
twigs, but if procured in the proper season, the bark of the 
root is to be preferred. | 

Dr. Phares, of Newtonia, Miss., in 1866, wrote an article 
on the uses of the viburnum, which was first published in 
the “Atlanta Medical and Surgical Journal,” and subse- 
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quently appeared in the “Detroit Review” for December, 
1866, the “ Boston Medical and Surgical Journal” of Octo- 
ber 10, 1867, and other medical journals of the country. 

Dr. Phares attached particular value to this remedy for 
the prevention of abortion. He designated it as a “nervine, 
antispasmodic tonic, astringent, and diuretic,’ and adds: 
“But it is particularly valuable in preventing abortion and 
miscarriage, whether habitual or otherwise ; whether threat- 
ened from accidental cause, or criminal drugging. It tones 
up the system, preventing or removing those harassing 
nervous symptoms that so often torment and wear down 
the pregnant woman and disqualify her for the parturient 
effort. It enables the system to resist the deleterious in- 
fluence of drugs so often used for the purpose of procuring 
abortion.” 

He further alludes, in the same connection, to the habit 
common among the negro women on some of the southern 
plantations, of taking a decoction of gossypium, or cotton 
root, for the purpose of procuring abortion, and says: “Some 
farmers on whose plantations I have used the medicine, and 
who have seen much of its effects on negro women who had 
always managed to miscarry, declare their belief that no 
woman can possibly abort if compelled to use the vibur- 
num.” “This may be claiming too much for it,” he adds, 
“but it has certainly prevented abortion in every case in 
which I have ordered it for the purpose.” 

About the time Dr. Phares’ article appeared in print, he 
sent some of the drug to the editors of the “ Review,” of 
whom I was one, requesting that its virtues might be tested. 
My associate, Dr. Andrews, and I used it in a number of 
cases of threatened abortion, and were so well pleased with 
its effects, that I have ever since continued to rely upon 
it as one of the most efficacious remedies we have for this 
trouble. et 

Of course no intelligent physician expects, that when an 
abortion is fairly begun by detachment of the ovum, or when 
a portion of it is extruded from the uterus, azy remedy will 
prevent its ultimate expulsion ; the mischief is already done ; 
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the vital connection of the fetus with the mother is de- 
stroyed, and no measure can preserve its life. 

Dr. Phares, in the paper alluded to, relates a number of 
cases that illustrate the value of viburnum. I have pre- 
scribed it myself in scores of cases, where I should have little 
hope of success in following the usual routine of treatment, 
and the results have more than fulfilled my most sanguine ex- 
pectations, -I shall not overstate the fact if I say, that no one 
remedy or means has proven of equal value in my hands — 
and I have tried faithfully all the common and time-honored © 
methods of treatment. 

Dr. Andrews, of Detroit, with a large family and obstetri- 
cal practice, informs me that he considers viburnum an 
invaluable prophylactic against abortion; he places more 
reliance upon this than on any other remedy at our com- 
mand. Several other practitioners have expressed to me 
their opinion of its value in similar terms. 

That viburnum has a powerful influence in preventing 
threatened abortion, appears, therefore, to be a fact well es- 
tablished. I could myself relate case after case in illustra- 
tion of its efficacy, but the mass of evidence already accu- 
mulated and in the hands of members of our profession, 
would render this a superfluous task. 

I am convinced, however, from conversation with physi- 
cians of large obstetrical experience, that the number of 
those who are practically familiar with the drug is extremely 
small. I have myself induced a number of my professional 
acquaintances to give it a trial, recommending it especially 
in those cases where abortion has become habitual with a 
woman, and I believe that none who have been persuaded 
once to test its efficacy, are now willing to omit viburnum 
from the list of those remedies which they regard as indis- 
pensable. It is for the reason that an agent, which has 
stood the tests of time and repeated experience in the hands 
of a few, has for some unaccountable reason not become 
universally known, that it is now brought to the attention of 
this Society. 

Where the habit of aborting has been formed, my mode 
gy 
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of prescribing the viburnum is, to have the patient take from 
half a teaspoonful to a teaspoonful of the fluid extract four 
times a day, beginning at least two days before the regular 
menstrual date, and continuing it not only during the usual 
period of the catamenial flow, but two days longer than that 
discharge continues when the woman is not pregnant. 
Where there are indications that an abortion is imminent, the 
fluid extract can be administered in teaspoonful doses every 
two or three hours as long as its use seems to be demanded. 

The writer would designate viburnum prunifolium as a 
uterine sedative, whose action is as pronounced, as is that of 
ergot in causing uterine contraction. It is not alone in 
the prevention of abortion that it proves, by virtue of this 
peculiar sedative action, a most valuable therapeutic agent. 
It proves equally efficient in the treatment of the sympa- 
thetic disorders incident to pregnancy, where a nervine or 
sedative is demanded, and in a large class of non-puerperal 
diseases of women. The use of viburnum in this last men- 
tioned class of cases deserves more attention than it has 
hitherto received, and will occupy the remaining portion of 
this brief paper. 

It could not be otherwise, than that a remedy which is 
known to exercise such a potent effect upon the pregnant 
uterus, must be of much service in many affections of the 
non-pregnant woman. 

I was long since led to believe fully, from a series of 
experiments in test cases, that we possess in viburnum a 
remedy as valuable in gynecology, as it has proven in ob- 
stetrics. 

The profession has heard so much of surgical gynecology 
during the past decade and a half, through the channels of 
the press, and of the brilliant exploits of eminent men, and 
by which men are made eminent, that gynecological thera- 
peutics has occupied an insignificant field. There seems to 
be at the present, very happily, a disposition to place a 
higher estimate upon constitutional measures in the manage- 
ment of diseases peculiar to women, than has been of late 
years the fashion among specialists in this department. 
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The successful gynecologist of to-day is a physician as well 
as a surgeon, and while believing in the value of many rem- 
edies as old as medicine itself, he hails with pleasure any 
new therapeutic agent, especially when it has already stood 
the test of a careful, thorough trial, in the hands of those 
who are at once practical men and scientific physicians. 

I am convinced, from an, experience in its use extending 
now over more than six years, both in private and hospital 
practice, that viburnum is a valuable acquisition to the 
gynecologist’s list of remedies. 

I would give as a general statement concerning the uses 
of viburnum, that it is serviceable in all uterine disorders 
characterized by loss of blood. 

In menorrhagia, or metrorrhagia, depending wholly upon 
systemic causes, as ¢. g. that in phthisis, organic diseases of 
the heart, hepatic disorders, anemia, or malarial diseases, it 
is peculiarly applicable. There is no depressing effect suc- 
ceeding its administration ; on the contrary it is a grateful 
tonic, serving to stimulate rather than depress. Patients for 
whom I have prescribed it without informing them for what 
purpose, have repeatedly spoken of its pleasant, stimulating 
effects. In the metrorrhagia incident to the menopause with 
the multiplicity of nervous derangements from which women 
suffer at this period, viburnum has proven very beneficial. 
It will modify the hemorrhage caused by uterine growths, 
but it will not answer to claim for it, in this class of cases, 
what we expect from ergot. In hemorrhage from such 
causes, where ergot in full doses is not well tolerated, or 
where the patient is in a feeble condition, I have been in the 
habit of combining the two remedies in various proportions, 
with gratifying results. I have never known painful uterine 
contraction to be produced by viburnum alone, nor do I 
think that oxytocic effects can be attributed to it. 

Viburnum is serviceable also in certain forms of dysmen- 
orrhea. My attention was first directed to its worth in this 
affection several years ago, by the remark of a patient for 
whom I had prescribed it for a profuse menstrual discharge. 
She said that she had taken the medicine during the men- 
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strual periods, beginning two or three days before each, and 
that there was not only a diminution in the quantity of 
blood, but that menstruation was more nearly painless than 
it had been before for years. This remark was suggestive, 
and I have since given viburnum alone such a thorough 
trial in the various forms of dysmenorrhea, that I have ar- 
rived at the following conclusions : In all forms of dysmen- 
orrhea attended with profuse menstruation, viburnum, if 
administered for several days in advance of the period, as 
well as during the continuance of the discharge, affords the 
patient great relief. Where there is with the dysmenorrhea 
a scanty flow, it does not prove beneficial. If the pain is 
produced by stenosis, or any mechanical obstruction, it 
affords only moderate relief. It is not sufficiently sedative, 
if given alone, to fully relieve the sufferings of spasmodic or __ 
neuralgic dysmenorrhea. It is, however, a valuable adjuvant 
to the sedative and anti-spasmodic remedies, such as canna- 
bis indica, camphor, hyoscyamus, and conium. 

In that form of dysmenorrhea with menorrhagia, caused 
by fibroid growths impinging upon and twisting the uterine © 
canal, viburnum,.in combination with ergot, has proven 
beneficial, and much more so than either remedy if given 
without the other. 

The period of years during which the writer has made 
almost daily use of viburnum, warrants him in speaking con- 
fidently with regard to the results following its use; the 
method of its physiological and therapeutic action he is con- . 
tent, at present, to leave for others to explain. 

It is not claimed for it that it possesses merits that will 
cause it to supersede or supply the place of many surgical 
procedures in gynecology, or that its administration is al- 
ways followed by the desired result. 

The fact, however, remains, that it is a valuable acquisi- 
tion to our list of curative agents, and is deserving of more 
general use in the treatment of certain affections of women. 
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THE PRESIDENT. — We all must welcome whatever adds to our 
therapeutical resources, and the paper is doubtless interesting 
for its novelty. I may suggest a few points to be kept in view 
while studying the action of this drug, especially as to how it acts 
as a means for preventing abortion. Does it arrest contractions 
of the uterus, which serve to separate the utero-placental attach- 
ments. Does it increase the nutritive functions of the maternal 
system? Does it arrest the tendency to fatty degeneration, which 
destroys the life of the ovum? Does it modify the placental or 
utero-placental circulation? Or in what way does it act? 

Dr. SmituH, of Philadelphia, asked in what class of cases of hab- 
itual abortion Dr. Jenks had found the agent most serviceable ? 

Dr. J. P. Wuite, of Buffalo, remarked, that if any uterine 
sedative could be found, it was important. He had been aware 
that the viburnum was used by the Eclectics, but not having any 
confidence in the drug, he had not employed it ; but now recom- 
mended that it should receive a trial. He thought it well to bear 
in mind the fact that a great majority of abortions depend upon 
disease affecting the ovum, and that no uterine sedative could ar- 
rest that. He was not able to see how the combination of a 
uterine sedative with a remedy which is most powerful in produc- 
ing uterine contraction (ergot), could be very well reconciled ; still, 
stranger things than that existed in pharmaceutical combinations. 
He hoped that the drug would be tested, for at present we had no 
agent which exercised a special sedative action upon the uterus. 

Dr. Munp&, of New York, asked Dr. Jenks if he regarded 
viburnum as a safe substitute for the only sedative we at present 
possess for uterine contractions, namely, opium? Certainly, if a 
good substitute for opium could be found, it would be very desir- 
able. 

Dr. JeENKs. — I have at present no theory to present concern- 
ing the physiological action of viburnum, as positive knowledge 
upon this point can be determined only by further investigation. 
I used the drug quite empirically in the outset, yet from its use 
have obtained as definite results as we expect from quinia when 
administered for the cure of malarial diseases. We prescribe 
quinia rationally in the treatment of intermittents, and yet I think 
it is not quite clear to experimental physiologists how it cures an 
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substitute for it, and bonwiaee it preferable as a uterine sedating: i 

I would combine it with certain anti-neuralgic remedies which we dir ie 
all are more or less in the habit of using, such as cannabis in- y i 
dica, conium, etc., and I believe the beneficial effect of those — , 
drugs to be increased by such combination. > 
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AN ILLUSTRATION OF XENOMENIA. 


BY THEOPHILUS PARVIN, M. D., 


Indianapolis, Ind, 


A. P., sixteen years of age, had been an inmate of the In- 
diana Reformatory for Women and Girls, for some months, 
before requiring my professional attention. On March 10, 
1876, I found her in the hospital room, suffering with slight 
hemoptysis. To my surprise I observed both lips to be 
swollen, and of a purplish hue, the swelling and the dark 
color being much more marked in the lower than in the 
upper lip— indeed, this was so dark and so much enlarged, 
that for the moment I thought a gangrenous inflammation 
was actually impending. 

Upon closer examination I found a little blood oozing 
from the inner surface of the lower lip. 

In four days all hemorrhage had ceased, and the lips re- 
sumed their normal size and color. 

The patient’s history was briefly this. Born of healthy 
parents, but a cast-away, she had hitherto led a life most 
unfavorable for healthy physical, intellectual, or moral devel- 
opment. She menstruated at fourteen, and the function 
was normal for two years, or up to the time of her admission 
to the Reformatory ; it then ceased for six months, when it 
reappeared in the abnormal form I have detailed. She was 
delicate in form, and quite anemic. Iron was prescribed. 
A month after my first prescribing for her, there was a re- 
turn of precisely the same symptoms that I have mentioned 
as observed, on March roth. May and June each repeated 
the previous history. Soon after the third recurrence of 
this abnormal menstruation, she made her escape from the 
Institution — an unfortunate escape both for her own good, 
and for the interests of professional study. 
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The word sxenomenia, from é&evos and pyv, proposed by 
Flamant, in 1720, although not generally adopted by the pro- 
fession, seems to me better than menstrual deviation, vica- 
rious menstruation, the ataxie menstruelle of Raciborski, or 
the ectopic menstruation of Barnes, since, correct in con- 
struction, it expresses the idea which otherwise is conveyed 
by two words. 

In addition to the ordinary forms in which xenomenia 
manifests itself, such as hematemesis, hemoptysis, and nasal 
epistaxis, I have met with one case where the periodical - 
hemorrhage occurred from the mammary gland, another 
from the external auditory meatus, and a third from the 
umbilicus, but never one where the mucous membrane of 
the mouth contributed in the least to the abnormal flow. 

The problem which xenomenia presents has not yet been 
satisfactorily solved. We may indeed say with Scanzoni, 
that when a menstrual hemorrhage occurs from other than 
the sexual organs, it results from an anomaly of structure of 
the former, an anomaly especially marked by blood vessels 
of thin walls and hence easily ruptured; and add with 
Courty, that such organs are not merely liable to hemor- 
rhage, but also have less resistance to all morbid influence 
in general. 

But then, is there clinical proof of the latter assertion ? 
Is there anatomical proof of the former? I think each of 
these questions must, with our present. knowledge, be an- 
swered in the negative. Even if answered in the affirma- 
tive, another question would present itself, why should these 
hemorrhagiparous organs be thus formed ? 

With these questions, I leave my report to the Fellows of 
the Society, and to the profession. 
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ON THE RELATIONS OF PREGNANCY TO 
GENERAL PATHOLOGY. 


BY ROBERT BARNES, M. D., 


Fellow and Examiner in Obstetrics of the Royal College of Physicians ; Obstetric 
Physician to St. George's Hospital, etc., London, England. 


WHEN your eminent President did me the honor to invite 
me to give an address to this Society, which comprises so 
many distinguished men, I could not help feeling more than 
the usual embarrassment. I knew I could rely with un- 
bounded confidence upon the generous indulgence of a 
friendly audience. But that indulgence ought not to be 
abused. It was still incumbent upon me to choose a topic 
not unworthy of the occasion, and to weigh well whether my 
shoulders would bear the burden. Now this last point is my 
difficulty. Topics are easy to find, but it could not be easy 
so to treat any one in such a manner as to interest, much 
less to instruct, a body of men so deeply versed in all the 
topics which fall within the scope of my poor ability to dis- 
cuss. 

However, I reflected that after all the responsibility of my 
appearance here would rest upon your President; that 
what my shoulders could not bear would weigh very lightly 
upon him; and that what I might find to say would not fail 
to elicit from him, and from his fellows, an outcome of rich 
experience and original thought, that would more than com- - 
pensate for my short-coming. 

We have a saying in the old country, which is no doubt 
familiar to our children on this side of the Atlantic: “Any 
fool may ask questions, but it, takes a wise man to answer 
them.” Now I am going to ask a great many questions. A 
man travels in order to learn; and learn he will if he carry 
with him an inquiring mind. 
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When one has nothing to teach, when there is no prob- 
lem one can expound, the best thing to do is to set forth the 
problems that exercise his thoughts as clearly as he can; 
to put his speculations in the interrogative form ; by appeal- 
ing toa never-failing passion in the human breast, the desire 
to unfold a mystery, to penetrate a secret, to set others at 
work to help in carrying out the injunction of Bacon, to 
“question Nature.” If what I propound seems to want 
order, to exhibit evidence of a muddled intellect, I must beg 
you to remember that it was chiefly composed under the 
emotions of the wild heaving waves of the Atlantic, and 
its occasional fogs. 

It often occurs to me that the remarkable changes wrought 
in the female economy under the influences of ovulation or 
menstruation, and pregnancy, have been insufficiently stud- 
ied either separately, in the aggregate, or in their relations 
to general physiology and pathology. Yet what investiga- 
tion can be more interesting, more abounding in luciferous 
facts? When pregnancy supervenes, how marvelous are the 
changes produced. Regarding pregnancy as an experiment 
performed upon the organism, careful observation will open 
up a vast field of phenomena capable of illustrating many 
problems, apparently the most remote. 

In all ages, poets gifted with true insight into Nature 
have been struck with this transformation. One of the 
latest, Browning, has well described it in these lines : — 

“The strange and passionate precipitance 
Of maiden into motherhood 
Which changes body and soul by Nature’s law ; 
So when the she-dove breeds, strange yearnings come 
For the unknown shelter by undreamed-of shores, 
And there is born a blood-pulse in her heart 
To fight if needs be, though with flap of wing, 
For the wool-flock or the fur-tuft, though a hawk 
Contest the prize. 

It has been too much the practice to view these phenom- 
ena singly, to consider them in their isolated character, de- 
taching each from its natural relations to the rest. It is not 
easy to state in natural order the phenomena induced by 
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pregnancy, or so to describe them, as to give an adequate 
comprehensive view of them in their togetherhood and es- 
sential unity. We may, perhaps, succeed to some extent by 
beginning with an account of the conditions of the blood 
and nervous system. Some of these conditions are among 
those most easily observed; from them as _ physiological 
States, we may subsequently trace the transitions or degen- 
erations into the domain of pathology. It is a remarkable 
fact, of which many proofs may readily be adduced, that dis- 
eases quite dissociated from pregnancy, diseases even occur- 
ring in the male sex, cannot be fully appreciated in their eti- 
ology, course, and treatment, without the study of analogous 
or similar conditions created or developed under the stimulus 
of pregnancy. I will now cite but one example. The dis- 
eases of which albuminuria is one expression, have been con- 
sidered to depend upon organic change in the kidney, to 
which, out of just homage to an illustrious man, the name of 
“Bright's disease” is given. Now, if we were to limit our 
study of this disease, or group of diseases, to the cases ob- 
served in men or in women outside the influence of preg- 
nancy, we should probably be confirmed in the conclusion 
that some organic change in the kidney was an essential 
condition of albuminuria. The causes that lead up to al- 
buminuria, are commonly so slow and insidious in their 
action, so little noticed in their beginning, and often so 
complex, as to defy precise analysis or estimation. It may 
be truly said of many cases that we only see the middle and 
the end, the origin being lost in the darkness of mythical 
history. We cannot tell at what precise time, or under 
what exact influences, the man who is dying of lardaceous 
or granular disease of the kidney, began to suffer. We 
may indeed know, from extensive pathological experience, 
much about the agencies that will gradually induce these 
diseases, as the habitual abuse of alcohol, syphilis, and other 
things. But unless we extended, our observation to albumi- 
nuria, as it occurs in pregnant women, we could hardly arrive 
at clear proof of the great fact that albuminuria with all its 
results, uremia, blood-effusions, convulsions, can occur with- 
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out any organic lesion of the kidney at all. The disease that 
is slowly, by imperceptible degrees, produced in man, may be 
almost suddenly induced under the definite conditions that 
justify a precise conclusion when an experiment ad hoc is 
performed. For what can more nearly resemble a scientific © 
experiment than to take a healthy woman, to induce preg- 
nancy, and then to observe and to record the effects of this 
change upon the economy? In the whole range of medi- 
cine there is nothing to compare, for wealth of information, 
with the opportunities thus presented to us by this natural 
experiment, 

To appreciate the pathological phenomena that arise in 
connection with pregnancy, it is obviously necessary to take 
as complete a survey as possible of the ordinary phenomena 
that may be assumed to fall within the limits of physiolog- 
ical action. We shall see that the transition from physiol- 
ogy to pathology, and back again, is wonderfully rapid ; that 
often the boundary can hardly be defined; that although 
the mind revolts against the dictum of Mauriceau, that 
pregnancy is a disease of nine month’s duration, the dic- 
tum of Boerhaave, ‘“‘femina plurimis afficitur malis ex sola 
graviditate oriundis,” is true. In drawing the picture of 
healthy pregnancy, we shall naturally attempt to bring out 
the more striking features, namely, the changes in the blood 
itself, in the dynamics of the circulation, and in the nervous 
system. These changes are amongst the first to rise into 
prominence; they probably lie at the root of most of the 
other phenomena that come into notice. To take the blood 
first, Hippocrates and Galen saw in the blood of the gravid 
woman such changes, such impoverishment, as to regard 
it as approaching to a pathological condition. Although 
there are many points for which we may still claim the 
assistance of the chemists, we have acquired much useful 
knowledge. Lecame on the one hand, and Becquerel and 
Rodier on the other, concur in representing that the blood 
of women contains a smaller proportion of red globules than 
does that of men, and that the proportion of water is greater. 
When pregnancy occurs a marked change is produced. 
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Andral and Gavarret have shown that the globules almost 
constantly diminish. This is confirmed by Becquerel and 
Rodier, who affirm that the loss begins almost with the preg- 
nancy. The fibrin increases. Becquerel and Rodier ob- 
served a less proportion of albumen, as well as a diminution 
in the density of the blood, and a marked increase in the 
fatty phosphorized matter. Andral and Gavarret found that 
the globules returned after parturition. 

It may be recorded incidentally, that Becquerel and Ro- 
dier found that, before the establishment of menstruation, 
the red globules are below the normal mean of 127 per mille ; 
that with menstruation the proportion rises to 127 or 137; 
and that at the critical age it drops again. These facts have 
an interest in relation to the pathology of women outside 
the childbearing condition. Nasse observed that the blood 
of women drawn from the veins begins to coagulate in three 
minutes, whilst that of men begins in four minutes.- This 
may be explained by the greater proportion of fibrin. We 
see many instances of the increased coagulability of the 
blood in the pregnant state, in the various forms of throm- 
bosis and phlegmasia dolens that are observed in pregnancy 
and childbed. The state of the blood is intimately associ- 
ated with the conditions of respiration. Andral and Gavar- 
ret found that women, before puberty, burn less carbon than 
young boys ; that after the critical age the quantity of car- 
bon burned increases during several years, then diminishes 
with the advance in years, as in men. In boys the epoch of 
puberty is also that of a considerable increase in the exhala- 
tion of carbonic acid ;- but in young girls this exhalation 
ceases to increase from-the moment when the menstrual flux 
is established, and remains stationary until the “4ge de re- 
tour,’ when menstruation is suppressed. Then the lung- 
function assumes greater activity, the quantity of carbonic 
acid exhaled is increased, as if to regain the level below 
which the menstrual flux had°kept it; then after this in- 
crease of respiratory activity has been produced at the crit- 
ical age, the exhalation of carbonic acid diminishes as age 
advances, just as in men. Thus there seems to exist a strict 
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solidarity between the uterus and the respiratory functions : 
the first is supplementary of the second. A notable pro- 
portion of the materials of the blood is expelled by the men- 
strual flux; and this fact explains the small activity of the 
pulmonary function whilst the uterus is active. 

Pregnancy, by suppressing the flow of blood, ought then 
to increase the exhalation of carbonic acid ; and Andral and 
Gavarret observed, that in four pregnant women the mean 
consumption of carbon hourly was no longer 6.4 grammes, 
as in the menstruated woman, but 8 grammes, which repre- | 
sents the quantity produced at the climacteric. In connec- 
tion with this, I wish to take note of the increased capillary 
and venous stagnation in the skin during pregnancy. Here 
we may note, that the type of respiration characteristic of 
women is the costo-superior, that in which the movements 
are marked only towards the upper ribs, especially the first, 
which are carried upwards and forwards, the clavicles and 
upper part of the sternum sharing in this movement. It 
is not much affected by pregnancy. 

In close association with the chemical constitution of the 
blood, but still in some degree independent, are the changes 
in the dynamic state of the circulation. Some of these 
mechanical states have been ably analyzed and described by 
Dr. de Cristoforis ; and the hypertrophy of the heart has been 
established by Larcher, Natalis, Guillot, and others. Two 
main facts are: 1. The superior arterial hyperemia; 2. The 
inferior venous hyperemia. De Cristoforis insists much, per- 
haps too much, upon the influence of mechanical pressure 
exerted by the gravid uterus upon the principal arterial and 
venous trunks. There results an obstacle at the point of 
pressure, in consequence of which the arterial blood accu- 
mulates in the upper parts of the body, and can only pass 
with difficulty to the lower. That this mechanical pressure 
acts in increasing arterial tension during the later months of 
pregnancy, cannot be doubted. But certain facts point 
strongly to the conclusion, that arterial tension is primarily 
due to altered conditions of the blood, of which the most 
marked characteristic is the loss of red globules. Which is 
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the first or the genetic factor, the chemical changes in the 
blood, the dynamic changes in the circulation, or the hyper- 
trophy of the heart? This is one of the questions I submit 
for your consideration. Whichever be the first, it is prob- 
able that the others quickly follow. And soon there follow 
other conditions more or less closely encroaching on the bor- 
ders of pathology. Of these the most prominent are changes 
in the glandular system throughout the body. Some of the 
glands undergo remarkable development ; all probably do 
more work, and in the attempt to keep pace with the in- 
creased work thrown upon them, some break down, and 
physiology passes into pathology. Before enumerating the 
states of the secreting and excreting glands, let me first call 
attention to the thyroid. This is generally larger in females 
than in males. J. F. Meckel, by a figure of speech, regards 
the thyroid as the repetition of the uterus in the neck, re- 
ferring to the swelling which the thyroid presents during 
menstruation and pregnancy. The effect of pregnancy, or, 
in some cases, of marriage, upon the thyroid was noticed by 
the ancients. Thus Catullus in the “ Epithalamium :” — 


“ Non illam nutrix oriente revisens 
Hesterno poterit collum circumdare filo.” 


This change has been associated, probably with reason, 
with increased action of the heart. Graves’s disease, a con- 
dition in which we find a similar combination of hyper- 
trophy of the heart, enlargement of the thyroid, and exoph- 
thalmos in the non-pregnant, in men it may be, offers a 
striking parallel. And here we have one of those interest- 
ing examples of the production of phenomena under the in- 
fluence of pregnancy which, simulating or repeating patho- 
logical states, throw a new light upon them. 

The spleen feels the influence of pregnancy like the other 
glands. It enlarges notably ; sometimes remains hyper- 
trophied permanently. One might indulge in speculations 
as to the genesis and immediate cause of ague. We know 
that it is due to a poison taken into the blood ; and that one 
of its characteristic features is enlargement of the spleen. 
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Now it is a remarkable fact, of which I have seen several 
examples, that women who for several years had been held 
to be cured of ague have suffered a relapse when pregnancy 
overtook them ; and that not once only, but in successive 
pregnancies, no fit of ague occurred when they were not 
pregnant. Is this recurrence due to the suddenly induced 
enlargement of the spleen, to.the blood-degradation attend- 
ant on pregnancy, to the exalted centric nerve-irritability, 
or to a combination of all three conditions, or to some other 
which has escaped attention? At any rate, those who would 
fathom the pathology of ague must study the relation of the 
disease to pregnancy. I am disposed to think that the part 
played by the spleen is, if not altogether accidental, second- 
ary and not essential. We witness the same tendency to re- 
cur in the case of chorea. Analyzing all the cases of chorea 
in pregnant women which I could collect, I was struck with 
the large proportion in which the subjects had had chorea 
during childhood, and had been supposed to be cured. But 
pregnancy supervening, back comes the chorea, and gener- 
ally with much increased severity. Pregnancy, then, may 
be regarded as a test of the cure of chorea. If the convul- 
sive movements return, it is reasonable to conclude that the 
nervous centres have undergone some lasting changes of 
structure or of nutrition, a condition remaining latent, giv- 
ing no outward sign of its existence, until an adequate force 
is applied. This force is probably twofold: there is the 
exalted centric nerve-irritability of pregnancy, which, it may 
readily be conceived, will revive the structural defects left 
by the original disease ; and there is the blood-degradation 
which plays so important a part in all the pathological pro- 
cesses of pregnancy. These two factors may be enough to 
reproduce a dormant ague. 

Although we may see more or less clearly that the thy- 
roid enlarges under the mechanical impulse of increased 
heart-action, we can only guess vaguely at the final cause or 
physiological use of this enlargement. What is the object 
of it? 

But in reference to other glands, especially those having 
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excreting ducts, the reason for their enlargement seems 
clear. I will only touch upon the mammary glands, for the 
purpose of noticing one or two points indirectly associated 
with their great use, the nourishment of the infant. The 
first of these is that the development of the breast during 
pregnancy creates a distinct focus of vascular activity, a new 
area into which blood is attracted with greater profusion 
than into any other part, the uterus alone, the prime focus 
of developmental force, excepted. We see this mammary 
turgescence sometimes pass into acute inflammation and ab- 
scess, even during pregnancy. The effects of this vascular 
diversion upon the general circulation deserve investigation. 
The other point is that the breast is a principal test of that 
singular phenomenon, pigmentation, upon which I shall offer 
a few speculations presently. 

The glands of the neck of the uterus undergo remarkable 
growth, a physiological hypertrophy. In some instances 
they acquire a capacity for secreting an enormous quantity 
of fluid. One form of the hydrorrhea gravidarum is due to 
this excessive action of the uterine glands. Sometimes this 
discharge is so profuse as to induce languor and debili- 
ty, but it is probable that it may be only a natural evacua- 
' tion, to relieve excessive local or general vascular fullness. 
Sphygmographic, and other observations of women affected 
with hydrorrhea of this form, would be interesting and in- 
structive. I have known this hydrorrhea to persist for a 
month after delivery. 

In juxtaposition with uterine hydrorrhea, it may be use- 
ful to place that excessive salivation which we sometimes 
see. This, of course, is connected: with increased develop- 
ment of the salivary glands. The “raison d’étre” of this 
profuse salivation is not obvious; it is one of the problems 
which I leave to your research. When moderate, it may 
be simply evidence of that general glandular activity in- 
duced by pregnancy, which, it may be conjectured, is a pro- 
vision for the elimination of the excess of circulating fluid, 
and products of nutrition, that have to be eliminated. But 


here again, as in so many other instances, physiological 
Io 
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provision easily passes into morbid excess. I have known 
a woman walk into my consulting-room, holding a pint mug, 
her constant companion, which she assured me she filled 
several times a day. A curious fact is that these excessive 
secretions once set up, it seems difficult or impossible to 
arrest them. Perhaps it is not wise to try overmuch. The 
true principle of action seems to be to set up a derivative 
evacuation by hydragogue cathartics. There is not seldom 
a nervous element, of emotional character, concerned in the 
excessive salivary secretion. How far a similar condition 
may be concerned in uterine hydrorrhea, I can only con- 
jecture. That the nervous element enters: largely into 
the processes which mark the obstinate vomiting of preg- 
nancy, we know. I cannot in this place discuss this sub- 
ject. I have dwelt upon it, regarding it as essentially a con- 
vulsive disease, in my Lumleian Lectures at the London 
College of Physicians, on the Convulsive Diseases of Women. 
I will only remark here that, associated with it, there must 
necessarily be a marked increase of development of the 
glands of the stomach, which in certain cases throw off an 
enormous quantity of fluid ; and which, probably, in the or- 
dinary cases of what may be the physiological vomiting of 
early pregnancy, serve a useful regulating office upon the 
circulation, as does the nervous explosion upon the over- 
charged nervous centres. 

The sebaceous and sudoriparous glands of the skin also 
undergo increased development and activity. This might be 
expected when we think upon the remarkable fullness and 
stasis of the capillary vessels in pregnancy. _ 

That the liver and kidney have more work to do in pte 
nancy is undoubted. The enlargement of the liver has been 
noticed by several observers. It is referred to by Trous- 
seau. If we look upon the liver as executing a twofold 
function, — Ist, that of furnishing the digestive elements of 
bile ; 2d, that of a blood-purifying or excrementitial organ, 
—and, adopting the propositions of Verger,! regard the 
hepatic artery as supplying the materials for the first func- 

1 Recherches Anatom. et Microscop. sur le Foie des Mammiferes, 1838. 
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tion, and the portal vein as supplying the materials for the 
second function, we may form some idea of the increase of 
duty thrown upon the liver during pregnancy. Under ordi- 
nary circumstances Verger shows it to be probable that in 
five sixths of its bulk, the liver is an organ of hemostasis and 
respiration. This proportion, it may fairly be assumed, is 
greatly augmented during pregnancy. If we call to mind 
the astonishing work going on in the pelvis, the uterus 
growing at a marvelous rate, the embryo and placenta in 
vigorous and rapid development and active function ; if we 
remember the consequent vast increase of blood-supply to 
the lower abdomen ; and the increased difficulty opposed to 
the return of this blood by the veins, — then shall we be 
convinced that the portal system is charged far beyond ordi- 
nary measure with blood Joaded with carbon and other 
excrementitious matters. Under this difficulty the healthy 
balance is easily overturned, the liver strikes work or per- 
forms it imperfectly. Jaundice with or without organic 
change of the organ appears. The condition offers a par- 
allel with that in which the kidney is overstrained, and its 
excreta accumulate in the blood. 

What we have said of the liver we may with more cer- 
tainty, because we have more exact knowledge, say of the 
kidney. This gland also is said to enlarge. Ido not know 
that any positive observations establish this point. But that 
it does more work in the way of elimination, and that it is 
especially liable to fail under the effort, is proved in many 
ways. I need but allude to the altered quality of the urin- 
ary excretion during pregnancy. Independently of the dif- 
ferent proportions of urea, uric acid, phosphates, and color- 
ing matter observed, normal constituents which the kidney, 
working at high physiological pressure, discharges more or 
less easily, it has more direct relation to our theme to ex- 
amine the abnormal elements which find their way into the 
urine, and which either prove that the kidney itself has been 
taxed beyond its power, or that some remote pathological ac- 
tion is going on. Like albumen, sugar in the urine is not 
infrequent in pregnancy. We have already glanced at the 
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light which the ‘study of albuminuria in pregnancy throws 
upon these phenomena in the non-pregnant. The sudden- 
ness of its appearance during pregnancy, and the rapidity 
with which it disappears after labor, the kidney recovering 
perfect integrity, prove that structural change is no neces- 
sary factor. In pregnancy, we may almost see the disease 
manufactured ; we may watch the conditions of its progress ; 
its consequences ; and its cessation. I have studied the his- 
tory of puerperal eclampsia with some care in the Lumleian 
Lectures already referred to. I therefore only glance at 
the subject here, in order to illustrate another order of facts, 
those connected with changes in the blood, secretion and 
excretion. I doubt if, in the whole range of medicine, there 
be anything more interesting than the history of an eclamp- 
tic fit in pregnancy. As an object of comparison let us take 
a frog, deal with it as Marshall Hall did; inject under the | 
skin a drop of a solution of strychnine, then apply peripheral 
irritation by touching the skin or shaking the table. If we 
analyze the phenomena we see three factors in the produc- 
tion of the tetanic convulsion that ensues, — Ist, there is 
the natural extreme centric irritability of the spinal cord ; 
2d, there is the induced exaltation of this irritability by the 
added poison in the blood ; 3d, there is the eccentric irri- 
tation. And it is remarkable that the natural centric irrita- 
bility of the frog is vastly intensified under the influence of 
ovulation. Now we have the equivalents of these three fac- 
tors in our experiment upon woman, — Ist, there is the ex- 
alted tension of the nervous centres intensified by preg- 
nancy ; 2d, there is the poison circulating in the blood, be 
it urea, or other excrementitious matter which the kidney 
ought to discharge, and which acts upon the nervous cen- 
tres ; and 3d, there is the eccentric irritation supplied by 
uterine action, or by an overloaded stomach. There is pro- 
duced a tetanoid state, analogous to that produced by strych-_ 
nism in the frog. Sometimes we ourselves apply the eccen- 
tric irritation. Touching the vulva to pass the catheter, nay, 
shaking the bed, will cause a fit. And Dr. Townsend ! re- 

1 Dublin Quarterly Fournal of Medicine, 1871. e 
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lates a case in which, on cutting the hair, every stroke of 
the scissors caused twitching of the muscles. The physi- 
ologist does not know much: of the emotions of his friend 
the frog. The phenomena described occur when his brain 
has been removed. In the human female, emotion may pro- 
duce the same effect as peripheral irritation. Emotion may, 
in fact, be regarded as a form of peripheral irritation. The 
passions, indeed, may in some cases be the immediate cause 
of those blood-changes which lead to functional and organic 
disease. Under their influence the blood may clot; hence 
one chapter in the history of arterial thrombosis. Under 
their influence the singular disease called acute yellow atro- 
phy of the liver may occur. There is some evidence to show 
that occasionally the shock of a fit of eclampsia will pro- 
duce albuminuria, thus transposing the ordinary order of 
events. And since Claude Bernard’s demonstration of the 
production of sugar in the liver by pricking the floor of the 
fourth ventricle, we have further proof of the influence of 
nervous force over the constitution of the blood and over the 
action of the secreting organs. How far the peculiar state 
or action of the nervous system is responsible for the pres- 
ence of sugar in the urine of pregnant women, is another 
problem which I leave to your consideration. It does not 
appear to be of pathological significance. Carefully studied, 
the glycosuria of pregnant women should illustrate, and may 
one day be the means of solving the mystery of diabetes. 
In interesting illustration of Claude Bernard’s discovery, are 
certain clinical facts observed by Dr. Dickinson.!_ He found 
that in seven cases of diabetes there was change in every 
part of the spinal cord and encephalon, attaining the great- 
est development in the medulla oblongata and pons varolii. 

But disease, in the sense of organic lesion, we learn from 
the observation of glycosuria in pregnant women, is not a 
necessary factor. It appears to be connected with the func- 
tion of lactation. Thus Dr. Sinéty ? has shown by experi- 
ment and clinical observation, that glycosuria is produced 


1 Medico-Chirurgical Transactions, 1870. 
2 Société de Biologie, 1876. 
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when lactation is suppressed, and disappears when lactation 
is resumed. Pavy, working from the celebrated experiment 
of Claude Bernard, showed that lesion of the sympathetic — 
nerve would also produce glycosuria. And, in further ex- 
periments designed to explain the mode in which these le- 
sions acted, he came to the conclusion that it is through the 
consequent transmission of oxygenated blood through the 
liver. The subject is full of interest. And it is obvious 
that whatever the explanations deduced from laboratory ex- 
periments, those only can be accepted which will harmonize 
with the experiments presented to us in the course of preg- 
nancy. The first questions that arise are: What is the state 
of the medulla oblongata, the floor of the fourth ventricle, 
and the sympathetic nerve? The second is, What is the 
state of the blood, as to oxygenation, that traverses the liver 
in pregnancy? That organic lesion of nerve structure is 
not necessary as a factor, is proved by the complete disap- 
pearance of the sugar, and by the integrity of the nerves, — 
when the pregnancy is at an end. That modified nerve- 
function depending upon some temporary modification of 
nutrition is concerned, is highly probable; and we can 
hardly doubt that altered quality of the blood passing through 
the liver is an essential condition. 

I can but glance at the illustrations which the study of the 
diseases of pregnancy may throw upon that of diseases of 
the eye. Opthalmologists boast with reason that there is 
no organ in the body that lends itself so freely to precise 
observation as the eye. Certainly the eye in pregnancy 
supplies many most interesting facts of the utmost value, in 
extending and controlling the conclusions derived from other 
sources of investigation. I may give one example. Amau- 
rosis is generally connected with structural change, or de- 
generation of the retina. But there is a form of amaurosis 
not seldom associated with albuminuric eclampsia, which 
may end in complete recovery. I have seen such cases, and 
one has been recorded in the “ Archives de Tocologie” 
(1876). On the other hand, the lesion thus arising is in — 
some cases permanent. And in these cases we may see the 
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disease manufactured quickly, under conditions more sim- 
ple, more precisely defined, therefore more instructive than 
under any other circumstances. 

There is another system of glands, each minute, but in 
their aggregate hardly, perhaps, less extensive or doing less 
work than the liver. The whole surface of the skin may be 
regarded as a diffused gland. The sudoriparous and seba- 
ceous glands in health throw off an enormous quantity of 
excreta. The alternative or compensatory action of the 
kidneys and skin is familiar to every one. Not only in 
throwing out water can the skin relieve the kidney, but it 
discharges urea, common salt, and other salts, and it throws 
off like the lungs a notable quantity of gases, especially car- 
bonic acid, and sometimes ammonia. The odors also occa- 
sionally reveal the presence of animal matter; and there is 
no doubt that, like the liver and the kidney, the skin has a 
certain power of ‘eliminating accidental poisons from the 
blood. Another function is that pointed out by Lavoisier. 
The skin by transpiration acts as a regulator of animal heat. 
‘In this function it is in intimate relation or solidarity with 
the /uzg, another enormous gland charged with excremen- 
titial, as well as recrementitial duty. In health the four 
great emunctories, the liver, the lungs, the kidneys, and the 
skin, take their appropriate share in the work of excretion, 
and to a great extent have the power of helping and supple- 
menting each other. But this power is limited. It does not 
appear that any one function can be suppressed, even toa 
considerable degree, without danger. Thus, to give one 
illustration: If the lungs are so far damaged that aération 
is very imperfect, carbonic acid will accumulate in the blood 
in spite of the efforts of the skin, liver, and kidneys, to get 
rid of it. Thus there is not only danger to the life of the 
mother, but abortion is very likely to occur. If hypercar- 
bonized blood do not exalt the centric irritability of the 
spinal cord, as I believe it does ata certain stage, it certainly 
does, as Marshall Hall and Brown-Séquard have shown, act 
as an exciter of muscular action, especially of the heart and 
uterus. And this is not an uncommon cause of abortion. 
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Abortion will almost always precede death from asphyxia ; 
and, whenever any marked excess of carbonic acid arises, 
abortion is extremely probable. This is one mode in which 


fevers produce abortion, although probably other poisons 


concur in the process. We may here pause for a moment 
to observe that failure in effective physiological power of 
either the lung, the liver, or the kidney, will induce the ac- 
cumulation of a poison in the blood, — carbonic acid in the 
one case, biliary excrement in the second, urea or other 
urinary excrement in the third, all of which increase centric 
irritability and evoke abortion. We have no clear evidence 
that suppressed skin-function may entail a like result ; but 
it is probable that defective action of the skin may aggra- 
vate defective action of the other emunctories. If the due 
action of all these organs be so essential to the healthy 
course of pregnancy, it is not less essential to the safe 
course of childbed. In it lies the safeguard against most 
forms of autogenetic puerperal fever. In this lies the expla- 
nation why hard-working women, whose glandular system is 
highly developed, pull through under trials which crush the © 
delicate, pampered daughters of Pluto. 

The extraordinary activity of the lymphatic system in 
pregnancy is manifested in the rapid wasting of fat that so 
often attends this condition. And whenever appropriate 
aliment is denied this, active absorption of tissue is greatly 
increased. Thus in cases of obstinate vomiting, the wast- 
ing is so extreme that, as in a case recorded by Tyler Smith, 
the entire weight of the woman may be reduced to fifty-six 
pounds. Nor does absorption stop with the taking up of fat. 
So intense is the thirst, the craving for nutriment excited by — 
exhaustion and empty state of the circulation, that the body, 
feeding on itself, absorbs the products of waste, and thus 
poisons itself. It is in this way that a new element of 
danger is added to the nerve-disorder. I believe that when 
things have come to this point of empoisonment a fatal re- 
sult can hardly be avoided. Therefore, I am disposed to 
advise that the induction of labor should be resorted to as 
soon as evidence of rapid wasting and the earliest indica- 
tions of irritative fever are clearly seen. 
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The lymphatic system, with tts vessels and glands, is so 
important an element in the work of pregnancy and child- 
bed, and is so full of interesting pathological relations, that 
it would carry me far beyond my present scope to dwell 
upon it. I can but touch upon one or two points. During 
pregnancy the lymphatic vessels and glands are unusually 
active. The enormous structural work going on in the 
uterus involves a corresponding machinery for the removal 
of superfluous material. The material taken up by the 
lymphatics is sometimes contaminated by noxious or toxi- 
cal matter. The glands called upon to exert their property 
of purifying, by filtration or other processes, enlarge. But it 
is after labor that the work of the lymphatics becomes 
most manifest. The blood-tide which for nine months has 
set so steadily towards the pelvis is suddenly turned ; the 
uterus is rapidly reduced from two pounds or more to three 
ounces. Within ten days the entire body-weight has dimin- 
ished by nearly one fifth.1_ A great share of all this work is 
done by the lymphatic system. To the lymphatics falls the 
duty of taking up and removing from the uterus, and other 
organs developed during pregnancy, the liquid into which 
the solid muscle and other tissues are melted down when 
their work is done. There is hardly a parallel in man, or in 
other circumstances than pregnancy, of work so great and 
so quickly done by the lymphatics. It is marvelous to see 
how smoothly the work is done when all goes well. But 
when the process of melting down is disturbed, especially 
when, what Virchow called by what is hardly a metaphor, 
the “ physiological milk” becomes contaminated either by 
a disordered process of conversion, or by the admission of 
septic matter from the interior of the uterus, then the 
fluid in the lymphatics may coagulate, obstructing these 
vessels, and, a corresponding process taking place in the 
veins, the phenomena of phlegmasia dolens be produced. 
This condition supplies a remarkable proof of the use of 
the lymphatics, as well as an illustration of the history of 
thrombosis and phlegmasia dolens. Three factors seem to 

1 Gassner, Monatsschrift fiir Geburtskunde, 1862. 


154 PREGNANCY AND GENERAL PATHOLOGY. 


concur in producing coagulation in the veins and lymphat- 
ics: (1.) Some degree of arrest in the movement of the 
blood. To this the vessels in the pelvis and lower extremi- 
ties are peculiarly prone after labor, and to some degree 
during pregnancy, from pressure and recumbency. (2.) A 
peculiar constitution of the blood, of which a marked feat- 
ure is excess of fibrin ; this nearly constantly exists in preg- 
nancy, and soon after labor ; the lymph being in a similar 
condition. (3.) The introduction of some foreign material 
which, acting chemically, has the property of causing the 
precipitation of the fibrin. These are the conditions, the 
two last being the most essential, which we see after labor. 
There is the comparative stagnation of the local circulation, 
in producing which the altered dynamic relation, the sudden 
diversion of the blood-stream from the pelvis has some in- 
fluence ; there is the hyperinosis of the blood ; there is the 
poison, the septic matter, either absorbed directly from the 
foul matters found in the cavity of the uterus, or the pro- 
duct of defective conversion of the now superfluous tissues. 
These are just the conditions of the numerous experiments 
of Henry Lee and others who injected septic matter into 
the blood. The history, then, of phlegmasia dolens in child- 
bed, where the disease is manufactured in a healthy woman 
with almost all the precision of a laboratory experiment, can- 
not fail to throw valuable light upon thrombosis in general, 
and especially upon those cases of phlegmasia dolens which 
occur in connection with typhoid and other fevers, with 
phthisis, and with cancer. Indeed phlegmasia dolens occa- 
sionally occurs in the course of cancer, apparently started 
by the absorption of foul decomposing matter from the ul- 
cerating surface. In these cases there is often obstruction 
of the vessels in the broad ligaments, and even beyond by 
the matting of the environing cellular tissue. For some 
time the lymphatic glands, although irritated, enlarged, 
and perhaps diseased, by the entry of septic matter into 
their substance, resist the invasion into the main vessels. 
But at last this resistance is overcome and clotting takes 
place, alike in the lymphatics and veins. Now, I have in 
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several cases seen the phlegmasia dolens subside when the 
foul surface was removed by amputation or by cautery. 
Another condition that lends fresh impetus to the already 
active work of absorption after labor, is the sudden diminu- 
tion of arterial tension, and the attendant freedom of the 
capillary and venous circulation. Here I might call to mind 
that there is hardly any other physiological or pathological 
state in which the phenomena of arterial tension can be 
studied with so much precision or instruction, as in preg- 
nancy. In scarlatina, as Dr. Mahomed has shown, the 
sphygmograph enables us to watch the conditions leading 
up to kidney-distress, and a modified application of the 
guaiacum test gives notice of the presence of minute quan- 
tities of blood-matter in the urine, thus indicating the pre- 
albuminuric stage. Thus warned, the danger may be averted 
by hydrogogue purgatives, which, by drawing off a portion 
of the circulating mass, lessens the tension and the strain 
upon the kidneys. In like manner we may act in preg- 
nancy. Whenever there is edema, or sign of undue vascu- 
lar tension, the sphygmograph and the guaiacum test should 
be steadily used. 
_ I have adverted to this arterial tension of pregnancy for 
the purpose of turning attention for a moment to the hem- 
orrhages of pregnancy. I pass by the special hemorrhages 
from the interior of the uterus, which are recognized as pro- 
ceeding from detachment of the ovum, although even these 
fall within the general law that determines hemorrhages 
from other parts. This law, or underlying cause, is the ex- 
cessive arterial tension. Under great pressure the vessels 
give way. If the regulating part of the machinery, that is, 
the excreting glands chiefly, such as the lungs, skin, kidneys, 
liver, and the glands of the intestinal canal, fail to throw off 
a sufficient amount of the circulating mass to give relief, 
some portion will break its accustomed bounds, and there 
will be extravasation. This may occur at almost any point. 
So long as it takes place from a mucous membrane having a 
natural external outlet, we not only have visible intimation 
of what is going on, but the vital organs are exempt from 
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those injuries which attend the internal extravasations into 
tissue, known under the general name of apoplexies. And 
in many cases we can use topical styptics. Regarded in this 
light, we recognize the justice of an old popular belief, that 
sanguine evacuations are often critical or beneficial. The 
hemorrhages of pregnancy are the evidence of high vascu- 
lar tension. Hemorrhage is the next resource of nature, 
when the ordinary regulating or safety-valve machinery is 
at fault. Sometimes the hemorrhages are excessive, and 
threaten life by the mere loss of blood. This is the case 
sometimes in uterine hemorrhages during pregnancy; but 
it should not be forgotten that these hemorrhages are com- 
monly doing important physiological work ; and that even 
abortion, or premature labor, may be only an incidental 
event in a salutary process, necessary to avert more serious 
danger. 

Although blood is most prone to escape from the uterus, 
the natural evacuant, the seat of greatest accumulation, if 
not of tension, it may escape from any part of the mucous 
tracts. Thus we have hemorrhages from the lungs, the 
stomach, the intestines, the bladder. It is of extreme im- 
portance to recognize the true nature of these hemorrhages, 
because they always give rise to the fear of organic dis- 
ease. And here the special pathologist, who neglects the 
study of pregnant women, is often in danger of falling into 
serious error. 

What is the practical indication in the management of 
these natural, but irregular hemorrhages? Is it not obvi- 
ous that we must take the hint given by nature to relieve 
vascular tension? How is this done? Could we by the 
sphygmograph, or other means, tell beforehand that vascu- 
lar tension was rising to too high a point; had we some 
contrivance, or means of observation, analogous to the pres- 
sure-gauge of a steam-engine, whereby we could read off 
the state of the circulating-machine, should we not antici- 
pate bursting by taking off the pressure, that is, by drawing 
a little blood? or, where this is not considered advisable, 
should we not drain vessels by promoting watery excretion 
from the skin, the kidneys, and especially from the bowels? 
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It would lead us too far to notice, with any approach to 
fullness, the many points of analogy which menstruation 
presents to pregnancy in the phenomena we have passed 
under rapid review. Menstruation might be called a mimic 
pregnancy. Similar nervous and blood phenomena are pro- 
duced, and similar morbid manifestations occur. Hemopty- 
sis, hematemesis, hematuria, conditions that excite so much 
alarm, are not uncommonly evacuations to relieve tension, 
when the due determination to the uterus is disturbed ; they 
are supplementary to menstruation. And before we hastily 
conclude, in a given case of profuse menorrhagia, that the 
condition is morbid, we should observe the general state of 
the circulation, and consider whether the loss is really of 
pathological import. 

Dominating all blood-distribution and all secretions is 
nerve-power. It is nerve-force that directs the tide of blood 
in especial torrent to the pregnant uterus. This is highly 
probable, although it has been contended by Graves and 
others that there is an independent capillary development in 
the organ that attracts the blood. We know that blood may 
be instantaneously driven or attracted to the uterus in 
volume so great, that it will burst forth in floods under 
mere reflex or emotional disturbance of the nervous equilib- 
rium. We are therefore warranted in the inference that 
the equable, healthy poise of the nervous centres presides 
over the normal, steady distribution of blood necessary to 
orderly development. 

The peculiar state and action of the nervous and circu- 
lating systems and the blood is most remarkably manifested 
in that singular phenomenon, pzgmentation. Concerning 
this, little precise knowledge has been gained. But I cannot 
help thinking that a thorough investigation of the conditions, 
under which it is produced, will amply repay the trouble, and 
be very likely to lead to the solution of other physiological 

and pathological problems. 5 
_ It may be useful to notice some extreme examples. Lay- 
cock quotes the following: General melasma from terror ; 
anemia ; discoloration permanent, “A woman was condemned 
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to death by a Parisian mob. The ‘lantern’ was let down 
before her at the moment she was menstruating ; menstru- 
ation immediately ceased. Her execution was deferred, and 
a few days after her skin became as black as that of a mod- 
erately black negro. The tint was deeper on the neck and 
shoulders than on the face; on the face and chest the tint 
was the same ; it was less deep on the abdomen and legs. 
The joints of the fingers were blacker than other parts ; the 
soles, palms, and folds of the skin in the inguinal region: 
paler. She became languishing (anemic). She died in 1819, 
aged seventy-five, more than thirty-five years after the 
shock, the skin remaining dark until death.” 

The melasma of the face and abdomen which occurs during 
pregnancy. — Here the pigment deposit is determined, prob- 
ably, according to the same law which leads to pigmentation 
of the mammary areola, and to the excitation of the func- 
tions of the surrounding glands. Although so common in 
pregnancy, it occurs also in ovarian disease. In a case of 
multilocular dropsy of the ovary of some years’ standing, in 
a woman at thirty-eight, there was well marked melasma of — 
the face and abdomen. It will sometimes occur in cases ap- 
parently of functional disorder of the reproductive organs. 
This form may be characterized by a very intense blackness 
of the face and abdomen. Le Cat refers to a case in which 
the left leg became black during each pregnancy. The 
mammeze of the Samoyed women are black ; and Dr. Latham, 
who notices the fact, thinks it may be due to a peculiar : 
mode of sexual excitation. “ Nupta virgine, pro primitiis 
mammze a marito sugebantur. Multi de nigritudine mam- 
marum apud Samoyedies scripsere historici. Olim credidi 
aut gravidas aut fusciores visas fuisse. Quid si hec mam- 
marum stupratio causa nigritudinis fuerit ?” 

Neurose blepharal melasma. — Amongst the sexual forms, 
the most common is discoloration of the eyelids. There are 
two forms: one in which there is simply a pigmentary de- 
posit in the epidermic scales, like the ordinary swarthiness ; 
and another, in which there is a deposit of free pigment on 
the skin, so that it can be wiped off. This latter is the true 
stearrhea nigricans, 
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Discoloration of the eyelids, so common during menstru- 
ation, is not necessarily due to deposit of pigment. In some 
it is due toa sort of venous lividity. This lividity differs, 
however, so much, that I am inclined to think in some cases 
there is pigment in the blood, although not deposited in the 
epidermic cells ; for, after menstruation has ceased, the 
color seems to pass away. In others, it has only become 
less deep, or yellower. 

Permanent or chronic blepharal melasma is seen in women 
with chlorosis or melancholia. 

Mr. Yonge, of Plymouth, relates the following: A girl, 
aged sixteen years, had never menstruated, but was healthy 
although thin; had a few “hot pimples” on her cheeks, 
which bleeding and a purge or two cured. She continued 
very well until a month or two after, when her face suddenly 
turned black, like that of anegro. The terror the change 
excited, and the curiosity, exorcisms, and prayers of which 
she was the subject, under the belief that she was be- 
witched, rendered her very hysterical. If washed off, the 
black matter reappeared from two to five or six times in 
‘the twenty-four hours. There was a little warm flushing of 
the skin when it appeared, but no pain. It felt unctuous to 
the touch, had ng taste, and colored the cloth used to wipe 
it off. (This might be fictitious. The microscope might re- 
veal the nature of artificial pigment.) But E. Wilson relates 
a case of Dr. Macintyre.? 

Stearrhea cerulea, amenorrhea, hematemesis, anemia, sple- 
nic disease? Woman thirty-three ; had not menstruated for 
fourteen years. There was an indigo-blue pigment, con- 
tained for the most part in epidermic cells. The urine was 
tested for cyanuria without success. 

Biichner relates a case of blue discoloration in a pregnant 
woman. Laycock says this pathological production of pig- 
ments may be looked at from three points of view: (1) as 
the result of imperfect oxidation of carbon, so that it is 
not eliminated as carbonic acid, lactic acid, hemaphein, etc. ; 

1 Phil. T, Yans., 1709. 
2 Lewan’s case, Wed. Chir. Trans., vol. xxviii. 
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(2) as the result of imperfect elimination of carbon proper, 
when that is the normal excretion, as in the hair and epi- 
dermic scales ; (3) as the result of excess in the production 
of carbon from highly carbonaceous foods. In all there is 
a close analogy between the carbonaceous excreta as mor- 
bid pigments, and the nitrogenous excreta as morbid pig- 
ments, and the nitrogenous excreta as morbid deposits of 
urates, etc. As to the first, it is obvious that all modifica- 
tions in the blood corpuscles which impair their functions as 
oxygen carriers, will tend to imperfect oxidation of the car- 
bon waste. In this way we can understand how carbon may 
be substituted for carbonic acid and lactic acid in cases of 
leukemia, leucocytosis, the anemia of chlorosis, Bright's dis- 
ease, and all cachectic states in which the blood corpuscles 
are defective in oxygenating power. So pigment deposits 


occur in certain states of the lungs in which the oxygena-— 


tion of the blood is impaired, and there is at the same time 
no vicarious elimination of carbon as hemaphein or purpurin 
by the kidneys. 

The examples cited prove beyond dispute that, in many 
cases at least, the nervous system is closely concerned in 
pigmentation. Lister says, “ the cerebro-spinal axis is chiefly 
concerned in regulating the function of the pigment cells.” 
This influence may be general, that is, affecting the whole 
system ; but it is extremely interesting to notice that the pig- 
mentation is often partial, limited to certain areas more or 
less sharply defined. This limitation cannot be explained 
by supposing that there is any peculiarity of structure in 
the tissues, which are the seat of pigmentation, or by any 
special quality of the blood distributed to the colored areas. 
For example, how can we explain the singular case figured 


by Dr. Godson in the last volume of the “ London Obstet- 


rical Transactions.” <A girl, aged eighteen, came under Dr. 
Southey, at Bartholomew's Hospital, for chorea. She was 
seven months pregnant. My conjecture that she had had 
chorea before pregnancy proved correct. This girl exhibited 
a characteristic dark pigmentation of the areolze of both 
breasts, leaving an area of about one third perfectly free 
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from discoloration. This free area was almost exactly sym- 
metrical in the two sides ; it was sharply limited. Now, it 
is inconceivable that any difference in the quality of the 
blood going to the part could exist ; it appears only possible 
to conclude that this partial pigmentation was determined 
by nerve-distribution. If so, the determining condition of 
pigment deposit must, in some cases at least, be a peculiar 
condition of the nerves at their ultimate peripheral distribu- 
tion. On the other hand, the pigment matter is probably 
existent in the blood, not produced altogether by changes 
after reaching the spot where the change of color is ob- 
served. 

Since the discovery of the relation between disease of the 
supra-renal capsules and the bronze discoloration of the 
skin, by Addison, it seems reasonable to infer that these 
bodies are concerned in pigmentation. Thus, Brown-Sé- 
quard observed, (1) That when the capsules in man are so 
altered that they cannot functionate, or that their function 
is notably diminished, a pigment is deposited in the skin, 
and often also in the peritoneum and elsewhere; (2) that in 
all the cases of inflammation of the supra-renal capsule in 
rabbits (pigmentary disease), there is more pigment in the 
blood ; (3) that the blood of animals, cats, dogs, rabbits, de- 
prived of their capsules, also contains a larger quantity of 
pigment. 

Is it not more than probable that in pregnancy the supra- 
renal capsules, like other organs and tissues, undergo a spe- 
cial modification ; that this modification also is transitory, 
called forth by the transient influence of pregnancy, and in 
harmony with the changes observed in other organs? It is 
rather exaggerated function than pathology. Still it is de- 
sirable to make the capsules the subject of careful observa- 
tion in women dying in pregnancy and child-bed. 

Dr. Wilks observed ! that in Addison’s disease the pig- 
mentation was more marked at the nipples, the navel, and 
the scrotum. It is curious to remark how rapidly, and 

1 Guy’s Hospital Reports, 1859. 
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sometimes how completely, the dark pigmentation arising 
during pregnancy disappears after delivery. 

In speculating upon this subject, we cannot fail to be 
struck with certain features or conditions in the blood com- 
mon to all the states under which pigmentation is produced. 
Thus, in all, probably, the red globules are diminished in 
number. Has the lesser proportion of iron attendant any- 
thing to do with the formation of pigment? In some dis- 
eases, blood degradation manifestly produces abnormal pig- 
mentation. The observations of Planer, Vogel, Frerichs, 
and others, have shown that in intermittent fever the blood 
often undergoes a disintegration in the spleen, and that the 
hematin from the broken up corpuscles circulates in the 
system until it becomes impacted in the capillaries of the 
various organs of the body. 

Might we not modify pigmentation by certain agents, 
such as bromide, or iodide of potassium ? 

There are facts which render it highly probable that, al- 
though the elements of pigment must be brought to the skin 
by the blood-vessels, some local influences must come into 
play in the skin to determine the deposit or production 
there of the pigment matter. Thus, nitrate of silver and 
lead are certainly carried to every part of the body in the 
blood; but it is specially in the skin and gums that the 
resulting color is developed. So in pregnancy, the blood 
brought to the areolz of the breasts, and to the skin of the 
belly, contains the same things as the blood carries to other 
parts. Yet, it has not been noticed that the internal organs 
are the seat of this pigmentation. What is the peripheral 
or surface condition? In pregnancy there is, as we have 
seen, a remarkable capillary stagnation or retardation, a he- 
mostasis, or engorgement of the superficial veins. But this 
is as much, or even more marked in the legs, and yet pig- 
mentation is much less marked, or even altogether wanting 
in this part. 

I think the proposition may fairly be hazarded that all the 
blood changes, all the modifications of secretion and nutri- 
tion, all the nervous phenomena to which reference has been _ 
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made, are inseparably associated by one common bond, 
whereby they are intimately correlated. If this be granted, 
we may reasonably hope that if we can but get firm hold 
of one link of the chain, we shall have in hand the clue to 
the whole mystery ; that the explanation of many physiolog- 
ical and pathological processes which at present are imper- 
fectly understood, may be discovered. So fixed is the law 
of unity and interdependence in nature, that to seize one 
point well is to grasp the whole, just as in the famous recon- 
struction of the extinct animal from a single bone, by the 
illustrious Cuvier. 

In concluding, permit me to plead a word in extenuation 
of the fragmentary, or sketchy character of this paper. I 
have placed before you some of the difficulties that crowd 
upon me, in the hope that I may, through your help, find a 
solution, I have observed that the Americans are an emi- 
nently interrogative nation. It is the attribute of strong . 
minds to compel others to their own likeness. I have caught 
this impulse, and accordingly ask questions. If I do not re- 
ceive satisfactory answers before I leave your country, 
where to state a difficulty is commonly enough to evoke the 
determination to overcome it, I shall come again in the full 
hope of satisfaction, and — to ask some more questions. 


DISCUSSION. 


Dr. PEASLEE. — Most of the suggestions made by Dr. Barnes 
we are compelled to admit as wise, and I suppose we all feel as 
did the poet, and may say; “‘they have all been felt, but never so 
well expressed.” 

If I remember aright, Catullus, in the quotation given, was not 
speaking of the pregnant woman, but of the young woman just 
married, and to whom marriage was a revelation. 

Dr. BARNES. — Yes, he was. 

Dr. PEASLEE. — But let us also turn our attention to still other 
conditions. If we examine a case after parturition, when the 
uterus remains four or five times its normal size, we find that the 
pregnancy is continued so far as the size of the uterus is con- 
cerned. It weighs as much as a uterus, perhaps, at the fifth or 
sixth month of pregnancy, and you will still find the same dis- 
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turbances persisting, as in pregnancy. ‘There is almost always 
some derangement of the liver ; there is often inactivity of the 
bowels ; and you will often find hemorrhoids. Suppose, however, 
that it is not a case of subinvolution, but one in which hyperemia 
is kept up, a chronic passive congestion of the uterus, the organ 
measuring, perhaps, four inches in depth, and being probably dis- 
placed. In this condition also the same general derangements 
exist, and are kept up indefinitely. I wish simply to call the 
attention of the Society to these points, for we may properly re- 
gard these as cases of continued pregnancy so far as their effects 
are concerned. 

Dr. W. T. Lusk, of New York. — I do not think we can over- 
look any one of the points which Dr. Barnes has so clearly placed 


before us, but I was especially impressed with what was said con- 


cerning the relation existing between malarial poisoning and 
pregnancy, when present at the same time. Within the past year 
I have had a patient, living in New Jersey, who occupied the first 
floor in the house, in order to avoid going up and down stairs, 
With all due deference to New Jersey, I must say there are some 
parts of that country in which it is not safe to occupy the ground 
floor of the house as a sleeping apartment. This woman became 
subsequently pregnant, and at once chill after chill occurred, and 
resisted all forms of treatment, including quinine in doses of 
twenty grains. Her condition finally became so bad that I sent 
her to Europe, but the attacks continued up to the time of con- 
finement, which took place about six weeks previous to full term. 
After her confinement she had one attack, which did not recur. 
I did not at the time connect the resistance of the malaria to 
treatment to pregnancy, but it seems to be a proper explanation, 
now that Dr. Barnes has called attention to the fact. 

It is well known that Andral and Gavarret have drawn atten- 
tion to the fact that there is impoverishment of the blood in preg- 
nancy. There are, however, some observations, made by Spie- 
gelberg and Gscheidlin, which show that in gravid bitches the 
total blood quantity is increased. ‘There are cases in which we 


have real plethora in women, — an increase not only in the vol- 


ume of the blood, but an increase in the number of the red blood 
corpuscles. We know that cases of this kind are predisposed to 
puerperal convulsions from congestion. The great majority of 
cases, however, are in precisely the opposite condition. I was 
interested in the new investigations, which seemed to show that 
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cases of plethora, however, do occur, and I believe its occasional 
existence is sustained by clinical experience as well as by chem- 
ical examination of the blood. 

In conclusion, I would ask Dr. Barnes whether any experiments 
have been made which show the isolated action of carbonic acid 
gas upon the nervous system, 7. ¢. whether it can be proven that 
abortion is due to the blood poisoning, rather than to the blood 
pressure consequent upon the obstruction to the pulmonary cir- 
culation in asphyxia. 

Dr. W. L. RicHarpson, of Boston, cited the case of a lady 
twenty-five years of age, who was confined with her second child 
in the Boston Lying-in Hospital, February 17, 1876. According 
to the patient’s story she had been confined with her first child 
in New York, March 24, 1874. Some time after her delivery in 
that city she “took cold,” and had a large mammary abscess in 
the right breast. A small incision was made at the upper part of 
the areola, but the opening not being deemed sufficient, a second 
cut was made two days later, at the lower edge of the areola. 
The first incision lay al- 
most entirely within the 
areola, while the second, 
starting from a point about 
half an inch within, ran to 
a corresponding distance 
without the line of the cir- 
cumference. An examina- 
tion of the breast showed 
a very curious deposit of 
pigment, as affected by 
the location of the ‘incis- 
ion. At the upper part, 
where the cut scarcely 
passed beyond the line, a 
slight waving only in the 
regularity of the line was 
produced ; but below, a de- | 
posit of pigment had taken place, which entirely surrounded the 
cicatrix of the lower incision, thus forming a prolongation of the 
areola at that point, measuring over half an inch in length and 
nearly that distance in breadth. ‘The result was a very marked 
disfigurement of the breast, which it would seem advisable to 
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avoid in operations of this kind. In case an abscess pointed 
along the line of the areola, a subcutaneous opening, made from 
a point below, which, while it gave a free exit to the pus, would 
avoid wounding the line of pigmentary deposit, would promise 
better results. 

Dr. NOEGGERATH, of New York. — It strikes me that there is 
another point of similarity between epilepsy and eclampsia. Dr. 
Barnes has pointed out the fact that external irritation is the 
cause of eclampsia during pregnancy. This would establish the 
existence of an aura in eclampsia as well as in epilepsy. I was 
attending a patient in Brooklyn who, in my presence, subsequent 
to delivery, was attacked with eclampsia. I attempted to quiet 
the attack by using hydrate of chloral, and to make sure of a 
lasting effect, I intended to apply ice to the neck, but no sooner 
did the bag touch the neck than she had a fresh attack. I 
thought that perhaps a constant application of cold would drive 
a certain amount of blood towards the inner organs, thus in a 
measure relieving the attack. But I found afterwards that the 
slightest pressure upon the third cervical vertebra would produce 
an attack of eclampsia. It would seem therefore from this, that 
it is important to examine patients before labor with reference 
to such points, which, by being irritated, would lead to attacks 
of eclampsia. 

Dr. BarnEs closed the discussion as follows: I was extremely 
struck with Dr. Peaslee’s remarks upon certain conditions in- 
duced by pregnancy, and that continued after pregnancy had 


been completed, such as obtains when there is an imperfect re- 


turn of the uterus to its ordinary condition. It is one of the il- 
lustrations which are extremely valuable, because they show that 
we cannot practice gynecology in a purely special sense, but that 
we must extend our observations and treatment to the general 
system, as well as direct them to the local organ that is affected. 
The true specialists are those who attend to the diseases of the 
nervous system, the liver, etc., but neglect the uterus. The true 
gynecologists are the “all around” practitioners, for they observe 
everything, beginning at the uterus. 

The case related by Dr. Lusk has an analogous value, and 
shows that the condition of the nerves, blood, or whatever it may 
be, induced by pregnancy, was so marked and entirely dependent 
upon pregnancy, that treatment had but little effect while preg- 
nancy lasted. It is a further illustration of those cases of per- 
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sistent vomiting and salivation which resist all treatment. Of 
course, if such conditions become too serious, the induction of 
abortion is the proper treatment. 

Dr. Lusk asks if I know of any new experiments or observa- 
tions which isolate the effect of carbonic acid gas from other com- 
plicating causes, in bringing about disturbances of the uterus 
sufficient to give rise to abortion. I may reply that there are 
some observations on record which seem to show something of 
that kind at least. I may refer to that horrible experiment per- 
formed by the French army in Algeria, where a certain number of 
caves were filled with Arabs and pregnant women, and fires set 
at their mouths. Almost all of the women aborted. The abor- 
tion may have been produced by the inhalation of some of the 
gases produced by the combustion, yet it seems more probable 
that the abortions were in consequence of the inhalation of poi- 
sonous doses of carbonic acid gas. 

I can refer to other cases where abortion has been produced 
in women exposed to the fumes of the gas which comes from the 
burning of wood, and which we are told is made up largely of 
carbonic acid gas. 

There are, it seems, well-established cases, which show that 
carbonic acid gas has a definite effect upon the gravid uterus. 
_ It is also a well-established fact that carbonic acid stimulates in- 
organic muscular fibre to action. Dr. Richardson’s case may 
help us in the solution of some of these difficult questions. 
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THE SPONTANEOUS AND ARTIFICIAL DESTRUC- 
TION AND EXPULSION OF FIBROUS TUMORS 
OF THE UTERUS. 


BY WILLIAM H. BYFORD, M. D., 


Chicago, il. 


THE object of this paper is to call up the fact already 
well known, that fibrous tumors of the uterus are sometimes 
destroyed and expelled by the unaided powers of nature, to 
inquire into the manner in which this is accomplished, and 
show that we possess the means by which, in certain cases, 
we may imitate the process. 

A large number of cases of spontaneous expulsion of in- 
tramural fibrous tumors of the uterus, may be found by 
searching for them in the literature of our profession. 

The cases in which expulsion ez masse has been observed, 
are the more numerous. Courty,! McClintock,? Barnes, 
Thomas, Schroeder, and others, mention instances of the 
kind, and cases are reported in the periodical literature of 
the past, as well as in the present. | 

Several recent authors, also, direct the use of ergot to 
promote this process, in order that the tumors may be 
brought within the reach of surgical treatment. 

Dr. Atlee has illustrated the practicability of this proce- 
dure in a prize essay, published in the “ Transactions of the 
American Medical Association,’ and other American writers 
have successfully employed ergot for this purpose.® : 

Less frequently fibrous tumors are. destroyed and spon- 


1 Traité Pratique des Maladies de ? Uterus et de ses Annexes. 

2 Diseases of Women. 

8 See paper by the author of this communication in the 7vansactions 
of the American Medical Association for 1875. 
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taneously expelled, pzecemeal, by the unaided contractions of 
the uterus. Dr. McClintock, in the work above cited, men- 
tioned a case of this kind which occurred in the practice of 
Sir James Clark, in which “large masses of firm, lobulated 
material, with thinner membranous portions, and of various 
forms, were passed for several weeks. Recovery gradually 
took place after some months, when all uterine tenderness 
ceased. The woman became pregnant, and bore a living 
child at full term.’ Klob? and Schroeder? mention spon- 
taneous expulsion as one of the processes executed by na- 
ture in getting rid of these growths. Dr. Parvin has pub- 
lished an interesting case in the “ American Practitioner” 
of November, 1875. While waiting for his patient to im- 
prove sufficiently to warrant him in attacking the tumor by 
surgical means, he says, ‘“‘ She called my attention to a puru- 
lent and shreddy discharge, which had commenced. My 
friend, Dr. Henry Jameson, examined with a microscope a 
specimen of this shreddy material, and found it fibrous tis- 
sue. Without entering into any further details, it is enough 
to say that this lady’s menstruation is now normal. The 
uterine sound barely measures three inches whereas it for- 
merly measured four and a half. She has no leucorrhea, and 
her general condition is better than it has been for years.” 
An exceedingly interesting case of this kind has recently 
come under the notice of the writer. The subject of it is 
a sister of an eminent confrére, of the city of Brooklyn. 
Mrs. I has been a widow for twenty years, and is the 
mother of seven children. She is now fifty-nine years of 
age. Up to the age of forty-nine years her health had been 
moderately good, she having had no symptoms indicating seri- 
ous disease, unless a little too free menstruation might be 
regarded as such an indication. At that time she accident- 
ally discovered a movable tumor, about the size of a hick- 
ory nut, in the hypogastric region. The tumor steadily 
grew until the first of March, 1876, when she thinks it was 
half as large again as the gravid uterus at full term. The 
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latter part of February, or first of March, 1876, — she is not 
certain as to the precise date, — she was attacked with what 
her physician called a “low form of fever.” She does not 
remember having had much pain, but the fever kept her in 
bed from two to three weeks, when she began to have an 
unusual discharge from the vagina. At first the evacuated 
substance was yellow and thin; she thought it was pus; 
soon it became very fetid, and contained flakes like skin or 
the fibrous lining of egg shells. After this, it changed to 
blood, and pains similar to labor pains occurred. In connec- 
tion with these pains the discharge became copious, and 
large masses of fleshy looking material escaped from the 
vagina. After the escape of these masses the pains sub- 
sided, and the patient became comparatively comfortable. 
The discharge again became thin and fetid. In about two 
weeks another paroxysm of pain took place, and there were © 
more of these fleshy masses expelled. She began to notice 
about this time a decided diminution in the size of the. 
tumor. These attacks have recurred as often as once in ten 
to fourteen days, until six weeks since. 

I was called to see the patient on the 22d of June, 1876. 
The tumor then extended two inches above the umbilicus, 
and filled up the space between the iliac bones and the sym- 
physis. It seemed about the size and shape of the uterus 
at the seventh month of pregnancy, but was very much 
firmer. The neck of the uterus was an inch and a half in 
diameter, and extended into the vagina about an inch, The 
os uteri was sufficiently open to admit the finger without 
the use of force. In the cavity of the uterus could be felt 
shreds of solid material, and the uneven surface of a friable 
mass that seemed continuous with the tumor. An examina- 
tion of the vaginal surface of the uterus, enabled me to trace 
the outline of the mass included in it, and by bimanual 
examination to determine the: continuity of the supra-pubic 
and intrapelvic tumor. The diagnosis was a submucous 
fibrous tumor in the process of disintegration. The exam- 
ination was borne without much suffering, or indication of 
inflammation in the uterus. 
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The general condition of the patient was not very satis- 
factory. She was much emaciated, the stomach irritable, 
and sometimes there was vomiting; the pulse was about 
110, and the temperature elevated. The bowels were in- 
clined to diarrhea, and the abdomen was somewhat tympan- 
itic. The patient was despondent, and apprehensive of the 
most serious results. She was taking an elixir of calisaya 
bark and iron, which I directed her to continue, and advised 
her to have the vagina washed out by injections of tepid 
water several times a day. I visited her again on the 24th 
of June. She informed me that soon after I left her she 
was attacked with severe pains, and in a short time expelled 
several ounces of the masses above described. During this, 
and all her other attacks, she had severe vomiting, and ex- 
perienced great prostration. When I saw her she had ral- 
lied, however; was able to take and retain some food, and 
seemed every way as well as at the first visit. This parox- 
ysm lasted about twelve hours. 

Attacks similar to the above have continued to recur, and 
at my visit on July 21st the tumor had sunk to the level of 
the umbilicus, and was not so large from side to side. There 
was generally in the intervals between the attacks a copious 
yellow fetid discharge. On the 27th of July I found a 
prominent phlegmonous tumefaction, three inches in diam- 
eter, involving the umbilicus, which had commenced July 
24th. The patient was very comfortable, and was eating 
heartily of the more substantial articles of food. August 
4th, the patient has had no uterine pains since the external 
tumefaction took place. At this time fluctuation about the 
umbilicus indicated the presence of pus. August 7th the 
patient was suffering pain in the tegumentary phlegmon ; 
otherwise comfortable. I lanced the abscess, and from two 
to four ounces of pus were discharged. Mrs. I has had 
no uterine pains, but this morning there were two masses 
discharged from the vagina; one was fibrous, and the other 
was composed of several pieces of ossified tissue, arranged 
in lamina. , 

I visited her the last time on the 28th of August. The 
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day before she had some uterine pain, indicating contrac- 
tions (the first since the 24th of July), but there was no 
discharge of fibrous masses. 

There is, however, continuous seropurulent discharge, and 
the tumor is gradually becoming smaller. 

I hope soon to be able to record the complete removal of 
the tumor, and the recovery of the patient. 

Dr. Parvin, in the paper referred to above, remarks, “ If it 
were in the power of the physicians to imitate safely those 
changes which result in the discharge of a uterine tumor 
piecemeal, a most important addition would be made to the 
therapeutics of these growths.” 

I think the following cases will prove that the process 
mentioned by Dr. Parvin has been effected by the adminis- 
tration of ergot. 

The first case in which this process was attained occurred 
in the practice of Dr. H. P. Merriman. So far as I am 
aware it is the first case on record. With several other 
medical gentlemen I had the opportunity of seeing the pa- 
tient several times, fully verifying the diagnosis, and witness- 
ing the results of the treatment. 

It was recorded in my address before the American Med- 
ical Association already referred to. Dr. M. says: “Mrs. K., 
aged thirty, the mother of three children, came to me in Sep- 
tember, 1874, in regard to a tumor in the abdomen. Exam- 
ination revealed a large tumor about the size of a four anda 
half months’ pregnancy ; it was found to be interstitial, and 
situated on the right side and a little anterior; the sound 
passed six and three fourths inches. She was at once given 
twenty drops (Squibb’s) of fluid extract of ergot three times 
a day. She came a month later saying she was much better 


in health, but the tumor remained the same. I told her to | 


continue the medicine, but to increase the dose to twenty-five 
drops and after a time to thirty. I. have seen her three or 
four times during the past winter, and twice had to suspend 
treatment and give opium on account of severe pain and 
tenderness in the uterine region. Finally, March 23d, 1875, 
I stopped all use of ergot, as the patient was very weak, the 
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pulse 110, the appetite poor, and a very offensive and abun- 
dant discharge was coming from the uterus. The os uteri 
was very patulous. On April 5th, I was summoned in great 
haste. Something had just come away from the patient. I 
found it to be an offensive, fleshy mass, evidently a disinte- 
grated fibrous tumor. Examination showed no tumor in the 
abdomen, but per vaginam the os patulous, soft, and very 
sensitive, and the uterus still Jarge. A week later the uterus 
had regained its normal condition.” As an evidence of the 
complete restoration of the health of the patient, Dr. Merri- 
man informs me that she has since had a fine healthy child. 

The next case, which has never been published, occurred 
in my own practice, and I will give a brief account of it: 
Mrs. W., forty years of age, had been married eighteen 
years, and had not borne children or been pregnant. She 
had enjoyed good health and noticed nothing unusual in her 
menses until about three years before she consulted me on 
July 17th, 1875. Three years ago she began to have an in- 
creased menstrual flow, the intervals were shorter, and she 
became the subject of an acrid leucorrheal discharge. For 
the last seven or eight months the flow had been almost 
constant, but moderate. The catamenial periods had been 
during the time well marked by a profuse discharge every 
four weeks. She was quite feeble from the great loss of 
blood she had sustained, very nervous and dispirited. For 
more than a year she had been conscious of the presence of 
a tumor in the hypogastric region. She had at no time ob- 
served that the discharge was fetid, or indeed had any smell. 
By palpation, a tumor could be found extending to within 
about two inches of the umbilicus, and filling up the same 
space in the lower part of the abdomen which the uterus 
occupies at five months’ pregnancy. It was globular, very 
hard, somewhat nodulated in shape, and movable. The cer- 
vix, when examined per vaginam; was ascertained to be long 
and pointed, and the mouth small, and not at all patulous. 
The probe entered the uterine cavity, passing upward and 
backward fully four inches, and moved with the impressions 
made upon the tumor above the symphysis. 
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From the history and examination it was not difficult to 
diagnose a fibrous tumor in the anterior wall of the uterus. 

I prescribed thirty drops of the fluid extract of ergot three 
times a day, to be taken in a wine-glassful of water, and 
large injections of cold water twice a day. 

On July 19th the patient called to see me again. She in- 
formed me that the medicine had caused great pain in the 
tumor, resembling cramps, with a strong desire to bear down, 
as though something was coming out of her. An examina- 
tion revealed no change in the size of the tumor, but in- 
creased hardness and irregularity of its surface. She was 
directed to continue the medicine. On the 25th the patient 
complained that the pains were almost unendurable on ac- 
count of their severity and continuousness. She said they 
‘prevented her from sleeping, or resting in any position. 
For the two days previous to her call on the 25th she had 
noticed in the discharges — which were less bloody — 
stringy and lumpy substances. This was different from 
anything she had seen before. Still there was no fetor. The 
tumor seemed to be somewhat less in size than upon the 
first examination. There were some changes in the cervix ; 
it was soft, and the mouth was patulous; the finger en- 
tered it a short distance, but would not pass the inner os 
uteri. The cervix was still as long as before the commence- 
ment of the pains, and I thought the lower portion of the 
tumor seemed more elastic than at first. 

On the 27th the pain was so severe and persistent that I 
thought it advisable to diminish the doses of ergot, and 


directed her to take only fifteen drops three times a day. 


The discharge was increasing in quantity, and she gave me 
several pieces, one of which was as large as a cherry. It 
was so firm that it was difficult to break it up with the 
fingers, and of grayish color. There was no odor that I 
could discover in the piece examined. 

Dr. W. H. Warn was kind enough to examine this speci- 
men with the microscope. He found it composed mostly 
of hypertrophied connective tissue fibres, with bloodvessels 


running parallel to them. The tumor had decidedly de- 


creased in size, 
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On July 31st the pains, with less severity, were still con- 
tinuous for the greater part of the day and night. There was 
a constant discharge of these small fibrous lumps. Judging 
from a close examination, the tumor was not half so large as 
when first seen. 

The discharge continued without diminution until the 
15th of August, when it became less, and the pain also de- 
creased. At this time the upper part of the tumor could 
barely be felt above the symphysis. The cervix was still 
long, but the mouth was less patulous, and the probe would 
not pass more than two and a half inches. 

Since the commencement of treatment the bloody dis- 
charge has not indicated a menstrual flow. In fact, the 
bloody discharge became progressively less, until it had 
entirely ceased about the middle of August. 

The patient’s health greatly improved, and she was per- 
mitted to return to her home in the country. She wrote 
me on the ist of September that she still suffered pain, 
and the discharge still continued, but that it now had the 
appearance of pus, and was somewhat fetid for the first 
time. In October she wrote me again to say that there was 
no sign of the tumor; she had no pain, and never enjoyed 
better health. She had menstruated twice since she had 
returned home, but the discharge at both periods was mod- 
erate, and she had no pain. She continued the ergot up to 
the middle of September. 

The third case was that of Mrs, Arthur King, of Sterling, 
Illinois, who called on me December 13, 1875. She was 
thirty-seven years old, married, and had never been preg- 
nant. 

On the first of the preceding June she noticed a circum- 
scribed hard lump two inches below, and to the left of the 
umbilicus. She then was the subject of serious uterine and 
_ sympathetic symptoms, for which she had at different times 
had treatment. She had profuse menorrhagia, leucorrhea, 
and great sense of weight in the pelvis. | 

Upon examination, I found a hard, round, movable tumor, 
extending up to within two inches of the umbilicus, filling 
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up the whole of the right iliac, the hypogastric, lower half of. 
the umbilical, and more than half of the left iliac-regions. 

The contour of the tumor was somewhat uneven, though 
not distinctly nodular. The cervix was long, pointed, and 
thrown backward and to the left. The sound entered the 
small uterine mouth and passed upward, backward, and to 
the left five and a half inches. 

The diagnosis was a fibrous tumor of the right anterior 
wall of the uterus. I prescribed thirty drops of Squibb’s 
fluid extract of ergot to be taken three times a day. She 
went home, but did not commence taking the medicine until. 
the 20th of December. On the 26th of December Dr. J. 
B. Crandall was called to see her, and describes her condi- 
tion as follows: “The patient was in a state of great ner- 
vous prostration, and worn out by severe pain and loss of 
sleep. The pains commenced soon after taking the second 
dose of ergot, and were excruciatingly severe for about three 
hours, after which they continued less severely for two days 
and nights. She had more or less hemorrhage from the 
uterus after taking the ergot. Her pulse was feeble, 110 to 
120 to the minute. The skin was hot and dry, and she com- 
plained of great pain and tenderness over the uterus and 
lower bowels. The feet were drawn up, and the face wore a 
pinched and peculiar expression.” 

Under these circumstances, the doctor administered ano- 
dynes, tonics, and nourishment, to the great relief of the 
patient. 

On January 11, 1876, the patient began to pass from the 
vagina small masses of fibrous substance, from the size of a 
chestnut to that of an English walnut. The substances thus 
discharged were firm, and gray in color, and were exceed- 
ingly fetid. This discharge continued up to the 2Ist of Jan- 
uary, when the uterus was very much diminished in size, 
the tenderness had subsided, and the patient appeared com- 
paratively comfortable. Up to that time she had taken but 
three doses of ergot, — on the 2oth of the preceding month, 
—and the doctor ordered it to be resumed again. This time 
the ergot produced no pain, and after three or four days was 


i 
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discontinued. From the 21st of January there were no 
more pieces discharged, but up to February 1st a yellowish, 
thin, offensive fluid passed from the vagina in considerable 
quantities. On the first day of February the ergot was 
again ordered, and continued two weeks, when, as no results 
ensued, it was finally dropped. 

Dr. C. states that on the 14th of February the uterus was 
reduced to its normal size, and on the 26th the patient was 
up and about her work, completely cured. He remarked, in 
this connection, that the first three doses of ergot taken by 
the patient was the cause of her recovery. 

This case is published in the August number of the “ Chi- 
cago Medical Journal and Examiner,” as reported by Dr. 
Crandall, 

An intelligent interpretation of the statements made by 
Mrs. I., in giving the history of her case, will, I think, ena- 
ble us to trace with some degree of accuracy the steps taken 
by nature for the destruction and expulsion of these tumors. 
Before anything occurred directing attention to the tumor, 
as the seat of morbid action, the patient was for two weeks 
the subject of febrile excitement of an obscure character and 
origin. An intelligent physician who saw her could not des- 
ignate it in any more definite manner than to call it “a low 
fever.’ The first intimation of inflammation was the dis- 
charge of fetid pus from the vagina. This purulent fluid was 
not copious, as it would have been from an abscess, and was 
mixed with dark, tough, scaly material, which was in all 
probability the submucous portion of the capsule containing 
the tumor. This was immediately followed by the escape 
from the vagina of masses of fibrous substance, and the 
diminution of the size of the tumor. 

I think we may fairly assume that the fever, followed by 
_ the fetid, purulent, and scaly discharge, plainly indicates that 
the prominent point of the tumor within the cavity of the 
uterus was attacked by an inflammation, which resulted in 
the sloughing of the wall of the capsule at that point. The 
uniform resistance of the cyst to the elastic contraction of 


hypertrophied uterine fibres being thus removed, and prob- 
12 
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ably also the death of a portion of the tumor accomplished, 
—which then became a foreign body, — expulsion of por- 
tions of it resulted. ° 

From this time forward, alternation of paroxysms of pain 
with uterine contraction and intervals of rest, marked the 
gradual disintegration of the tumor. In the intervals there 
was a continued discharge of fetid pus and shreds of fibrous 
substance. This discharge, like the more solid masses, must 
have originated in the steady dissolution of the tumor, 

If we compare this case with those of Mrs. W. and Mrs. 
K., in which the process was started up by the action of 
ergot, we must see so great a similarity as to justify us in 
concluding that the immediate cause must have been the 
same, z. é¢. the muscular action of the uterus. 

The contraction pressed the whole mass toward the more 
yielding point with so much force as to embarrass the nutri- 
tion of the capsule in that locality, and finally cause it to 
slough. In Mrs. I.’s case the process was less rapid, prob- 
ably on account of the force being less violently applied. In 
all of them there was acceleration of the pulse; in the two 
last, tenderness, and more manifest signs of inflammation, 
before the capsule gave way. One remarkable difference 
between the cases where the tumors were expelled by the 
use of ergot, and those in which the morbid growths were 
removed by the unaided powers of nature, was that in the 
former the uterus had literally no rest, while in the latter 
there were intervals of comparative ease and comfort. In 
all, however, the processes of disintegration and expulsion 
were completed by uterine contraction alone, except in the 
case of Mrs. I. 

It would seem, therefore, that, when the contractions 
had overcome the trophic energies of the tumor, expulsion 
was insured. Another fact worthy of note, in the case of © 
Mrs. I., is that in consequence of the phlegmonous inflam- — 
mation in the integuments of the abdomen the contractile _ 
efforts of the uterus were suspended. 


If there were no other cases on record than the three % 


mentioned in this paper, the value of ergot in the treatment 
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of fibrous tumors of the uterus would be sufficiently attested. 
Since the experiments of Hildebrandt, however, numerous 
instances demonstrating its efficiency have been brought to 
the notice of the profession by different observers. Not- 
withstanding this, there is a confusing uncertainty in the 
minds of many astute practitioners as to the validity of 
these facts. And it must be confessed that our expecta- 
tions as to the action of ergot are frequently not realized. 
It is not difficult now, however, to find sufficient reasons for 
the failure of ergot, when not used with discrimination. 

In some instances we shall find the cause of the failure in 
the deterioration of the drug, and in the unfaithfulness in 
its preparation ; while, in other instances, in the mode of 
administering it. In a few cases we shall find a rational ex- 
planation in the condition of the uterus. I do not believe 
that there is any more uncertainty in the action of fresh 
ergot properly administered, when the uterus is in a suscep- 
tible condition, than there is in the operation of rhubarb as 
a cathartic. To show how liable we are to be deceived in 
the genuineness of this drug, I will quote from “Notes on 
Ergot” in the “ Proceedings of the American Pharmaceuti- 
cal Association for 1873,” by Edward Squibb, M. D. 

Dr. S. says, “ The requisite of any trustworthy prepara- 
tion of ergot is, of course, a uniform good quality in the 
drug, and this is by no means easy to attain. The market 
is overstocked with ergot, at extremely low prices. Tons of 
it might be had at sixteen to eighteen cents per pound, but 
it is all so small as to render it almost certain that it is from 
oats, barley, or wheat, rather than from rye; while its defi- 
ciency in odor and taste, and its uncleanliness, forbid the 
idea of its being trustworthy. Most of it is imported in 
bags, and thus only by chance can arrive in proper condi- 
tion. Much of it is contaminated with the seeds of various 
weeds, and requires much labor in cleaning, as the weed 
seeds are.often very bitter, and sometimes poisonous. It is 
not unfrequently wormy, or bears the marks of having been 
cleaned from worms and worm-dust to improve the chances 
of sales and profits. Occasionally lots, and these often 
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large lots, look as if they had been washed, and suggest 
the idea of having been partially exhausted for the making 
of the so-called ergotins. Hence it may be easily under- 
stood that to obtain a uniform supply of good ergot is a 
very difficult matter, even with the screw of prices entirely 
taken off.” 

He says further: “The molecular constitution of the 
active portion of the drug seems, however, in its natural 
condition to be loose, and like a slow fermentation, to be 
undergoing slow molecular changes, so that by age its 
peculiar activity is slowly diminished until finally lost.” 

And again, “ The ergot in the grain, however well kept, 
is known to become inactive without any known change in 
appearance, though the sensible properties, such as odor 
and taste, may be, and probably do, change. Ergot, in 
powder, is known to diminish in activity much more rapidly 
than when in grain, and probably soon becomes inert. The 
tincture and wine of ergot are believed to change, though 
more slowly than the ergot in substance. Whilst the ex- 
tracts, and so-called ergotins, are all supposed to change 
more rapidly.” 

These facts, so explicitly stated by Dr. Squibb, are very 


suggestive as to the causes of the frequent failures of ergot, 


and need no comment. 
But however good the ergot, if the condition of the uterus 


is such as to prevent it from being susceptible to its influ- 


ence, there will be failure in its action. 

We do not expect ergot to cause painful and efficient con- 
tractions in the healthy unimpregnated uterus; its fibres 
are not capable of such contraction, and it is not until the 
fibres have become greatly developed that they are suscep- 
tible to the impressions of ergot. In cases of early abortion, 


its action is very unreliable, but after the fourth month of | 


pregnancy it acts quite efficiently. 

In tumors of the uterus, the development of the ieee 
structure is sometimes so slight that it is incapable of con- 
traction ; there may be so many nuclei of degeneration that 
there are not enough sound fibres left for efficient contrac- 
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tion. Then, where there are many small tumors developed 
in the uterine walls, the circulation is cut off to such a 
degree that they degenerate into a cartilaginoid substance, 
and sometimes they are infiltrated with calcareous material. 
In none of these cases will ergot cause any appreciable 
results. When, however, there are but one, two, or three 
nuclei of morbid growths, as they increase in size the fibres 
undergo the development necessary to enable them to con- 
tract with great efficiency, and render them susceptible to 
the influence of ergot. | 

Another condition which influences the hypertrophic 
growth of the fibres is the situation of the tumor. 

Subperitoneal tumors do not cause as great growth in the 
fibres of their neighborhood as the intramural or submucous 
varieties. A single intramural tumor causes great develop- 
ment of the whole uterine tissues, but the development of 
the wall in which it is situated decidedly predominates, 
The submucous neoplasm so soon gains the uterine cav- 
ity, that the development is nearly the same in the whole 
organ. 

When, therefore, we administer ergot for the cure of 
fibrous tumors of the uterus by compression or expulsion, 
the beneficial action of the drug will depend upon the 
degree of development of the fibres of the uterus, and the 
position of the tumor with reference to the serous or mucous 
surface. The nearer the mucous surface, the better the 
effects. If the tumor is very near the lining membrane, we 
may hope for its expulsion ez masse, or by disintegration. 

We can often select the cases in which good results may 
be expected. These are from conditions which are usually 
reliable for this purpose. They are, smoothness of contour, 
hemorrhage, lengthened uterine cavity, and elasticity. A 
smooth, round tumor denotes, for the most part, uniform 
textural development, hemorrhage, a certain proximity to 
the mucous membrane, a lengthened cavity, great increase 
in the length and strength of the fibres ; and elasticity as- 
sures us of the fact that cartilaginoid, or calcareous degen- 
eration has not begun in the tumor. Of course the con- 
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verse conditions would be unfavorable to the success of 
ergotic treatment. 

An even nodulated tumor is composed of many separate 
solid masses. These displace and prevent the growth of the 
fibres to such an extent as to render contractions inefficient. 
When hemorrhage is not present the tumor is probably near 
the serous surface, and consequently not surrounded by 
fibres. A short cavity denotes short, undeveloped fibres ; 
while hardness is indicative of unimpressable induration, 
The mode of administering ergot, and the quantity given, 
influence the results of treatment very materially. A few 
patients will not tolerate it when given by the mouth, but 
will be able to obtain all the effects from suppositories per 
rectum, or per vaginam; while others will probably do 
better when it is given hypodermically. 

As a general thing, however, the administration will be 
entirely satisfactory by the mouth in the form of the fluid 
extract of the U. S. Pharmacopeia. Again the quantity 
required is not very uniform, large doses being necessary to 
some, while others can take it only in small doses. 

The time required for ergot to produce its full effects, 
when given in efficient doses, is very different in different 
cases. Sometimes-the first few doses are sufficient ; some- 
times it is necessary to give it for several months, and even 
a year or more. 

It may be proper to state, in conclusion, that I have given 
ergot freely for a protracted length of time to many pa- 


tients, and that I have never seen any of the acute or © 


chronic toxic effects described especially by the older 
authors. 


DISCUSSION. 


Dr. ATLEE remarked that he should confine what he had to 
say to the natural efforts of the womb to disintegrate these tu- 
mors. He was of the opinion that disintegration was confined to 
the submucous variety. In that form there was no doubt but 
that the capsule and mucous covering sometimes became inflamed 
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and ulcerated, and that the uterus, either from stimulation, or 
naturally, forced the tumor from its capsule into the uterine cavity, 
and so into the external world. The vitality of such tumors was 
not great, and when exposed to the atmosphere by rupture. of the 
capsule, they took on a species of decay, similar in character to 
the decay of fruit, extending from one point to another like the 
dry rot in wood, until perhaps the greater portion of the tumor 
had undergone such change. Many years ago he had adopted 
for this change a term given us by Liebig, namely, evemacauszs. 
When that condition was developed the tumor should be expelled 
rapidly or removed quickly by some artificial means, for if per- 
mitted to remain there was great danger of systemic poisoning 
by absorption. It was to be regarded as a matter of great im- 
portance to remove the mass as soon and as completely as possi- 
ble, and also to guard against the possible ill effects upon the 
general system by means of antiseptic injections, strengthening 
the system meantime by a general tonic treatment. The action 
of the uterus, without doubt, could be very much facilitated by 
the use of means calculated to stimulate uterine fibre, the most 
efficient of all such agents being ergot ; not only could the death 
of the tumor be produced in that way, but its discharge facilitated. 
Brief allusion was made to certain cases in which uterine fibroids 
had complicated parturition. Dr. Atlee fully endorsed what Dr. 
Byford had said in his paper. 

Dr. GOovELt referred to a case seen by him with Dr. Atlee in 
consultation, in which a fibroid situated at the fundus had com- 
plicated the puerperal condition by the profuse hemorrhage it had 
induced. The woman was extremely prostrated, but by perse- 
verance in the use of ergot, and measures calculated to preserve 
her strength, complete. convalescence was gained after three or 
four weeks, and at the end of that time no tumor could be de- 
tected. 

Another case was related in which the tumor was situated at 
the fundus, and, it being found impossible to enucleate it, a small 
incision was made through the capsule. Ergot was then admin- 
istered, and the tumor escaped in fragments, so that at the end of 
six weeks it was much reduced in size, and the woman had ceased 
to suffer from hermorrhagic attacks, which had previously been 
very severe. 

Dr. DryspA.e, of Philadelphia, called attention to the use of 
large doses of ergot in this class of cases, and stated that he had 
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administered half ounce doses of Squibb’s fluid extract three 
times a day for more than a year, without producing any delete- 
rious effects. 

Dr. Emmet remarked that there were many cases of fibroids 
in which ergot did more harm than good, because the tumors 
were so situated that gravity could not aid in their expulsion. If 
gravity could not be brought to bear, the action of the ergot it- 
self, so far as expulsion was concerned, would be inert. 

Dr. THomaAS thought that the action of ergot under those cir- 
cumstances was twofold. One, unquestionably, was that of caus- 
ing expulsion of the tumor aided by gravity, and was available 
under circumstances where the tumor could be forced into the 
uterine cavity. 

On the other hand, Hildebrandt had shown that there was an 
entirely different action of ergot from the expulsive. It was an 
action which the drug exerted upon blood-vessels in general ; 
such an influence as it exerted in controlling hemorrhages of 
various kinds, and was particularly potent upon interstitial tu- 
mors. Such action was by no means secondary in importance to 
the expulsive action of the drug. 

Dr. WILSON inquired whether the use of half ounce doses of 
the fluid extract of ergot for months, gave rise to pain that re- 
quired the use of anodynes? 

Dr. DRYSDALE replied that when the pain became too severe 
the drug was discontinued, and then renewed when the pain had 
subsided. 

Dr. Byrorp, in closing the discussion, remarked that he should 
do so by declining to prolong it for the reason the time was so 
short for the completion of the remaining work of the meeting. 
He had restricted his paper to the treatment of such cases as 
were mentioned in it ; namely, to those in which the tumor could 
be expelled by the use of ergot administered in considerable 
doses. He was glad to learn that the drug had received such 
general use. 
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REPORT OF A CASE OF ABDOMINAL PREGNANCY 
TREATED BY LAPAROTOMY. 


BY T. GAILLARD THOMAS, M. D., 


New York. 


ALTHOUGH the serial literature of medicine has contained 
numerous contributions to the subject of extra-uterine preg- 
nancy, until a very recent period this has been scattered, 
uncollated, and difficult of access. The experience and 
views of individuals have there been recorded, but deduc- 
tions based upon a systematic and thorough comparison of 
results, and a careful study of the natural history of these 
grave cases, have been impossible. 

About a year ago, Dr. John S. Parry, of this country, pub- 
lished a work which had for its foundation the examination 
of five hundred recorded cases of this character, from which 
he drew his deductions so logically, dispassionately, and 
fairly, that although his work has been for so short a period 
before the profession it does not appear to be premature to 
assert that it offers itself as a safe guide for practice. This 
production, replete with evidences of industry, research, and 
scholarly attainments, was the last contribution which its 
gifted author was destined to make to science, for soon after 
its appearance his death occurred. 

An examination of the material which he has placed so 
abundantly at our disposal will show how important is early 
and certain diagnosis. In many cases which have ended 
fatally, a successful issue might have been attained by recog- 
nition of the dangerous condition and a resort to the re- 
sources of surgery. A fatal issue has very commonly 
occurred before even a suspicion has been entertained as to 
the true nature of the case. And ina number of cases by 
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no means small, the lives of women, and even of children, 
have been preserved by prompt interference based upon 
certain diagnosis. 

With the improved means of diagnosis now at our dis- 
posal, it is certainly highly probable that a large proportion 
of such cases as those which have heretofore ended fatally, 
may in the future be saved from death by the aid of science. 

I would not have it supposed that I would advocate a 
uniform resort to surgical interference, even after a certain 
diagnosis of extra-uterine pregnancy has been arrived at. 
This is by no means the position which I would assume. 
Cases will be met with in which such interference would be 
highly reprehensible ; others will be seen in which inaction 
and non-interference would constitute a crime. The con- 


scientious practitioner will be guided here as elsewhere by ~ 


the dictates of his judgment carefully and thoughtfully ar- 
rived at. He will be glad to dispense with the knife, yet 
courageous enough to assume any, even the gravest, respon- 
sibility in its use, when convinced that duty prompts it in 
the interest of the lives entrusted to his keeping. 

The case which I shall now report is offered as a contri- 
bution to this interesting and important subject. 

On the 13th of April, 1876, Dr. James Hadden of New 
York sent to me for examination Mrs. R., aged 26 years, a 
native of New York State, who had been married six years, 
and had had one child, now five years old, and two abor- 
tions, one four years, and the other two years ago. 

No peculiarities had developed in connection with the 
pregnancy or labor of five years ago, except that during the 
former she had menstruated regularly with the exception of 
one month, and that after the latter she had suffered from 
an attack of puerperal fever, which had confined her to bed 
for six weeks. | 

Seven months before the date here given she began to 
suffer from nausea and vomiting, and very soon after this 


time she had two or three attacks of intestinal trouble, 


which were marked by severe pain, nausea, retching, purg- 
ing, and tympanites. At her menstrual epochs, metrorrhagia 
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now developed itself. Movement always tended to develop 
these unpleasant symptoms, or to increase them if they al- 
ready existed. 

About this period Mrs. R. declares that she distinctly felt 
the movements of a child in her abdomen, which was quite 
enlarged, and came to the conclusion that she was pregnant. 
As a number of obscure symptoms existed, she called on 
Dr. Hadden, who agreed with her in her surmise, and fixed 
the term of pregnancy at about three and a half months. 

During February she had very distinct “bearing down 
pains,’ and at that time it was thought that labor would 
come on ina fewdays. At this time she had intense back- 
ache, and pains in the side and abdomen. Sometimes these 
were continuous, at others intermittent. They were often 
so severe that morphia was administered for their relief. 

Upon her visit to me, April 13th, 1876, the patient was 
much emaciated; her temperature 101} to 102 towards 
night ; the surface was dry during the day, but profuse per- 
spirations occurred every night; and the eyes presented 
that peculiar brightness so commonly noticed in hectic 
fever. At this time she was convinced that she had been 
in error as to her pregnancy, yet whenever she referred to 
the subject of her recognition of the fetal movements, she 
did so as one does who is convinced against her own con- 
victions. 

Upon examination, I found that she presented an ab- 
dominal tumor as large as that created by the uterus at the 
full term of pregnancy.- It yielded superficial fluctuation 
everywhere, no solid element appearing at any point, and 
everywhere over its surface percussion evidenced complete 
dullness. The linea alba was rendered dark by deposits of 
pigment, and the skin of the abdomen showed where great 
distention had created /2uz@ albicantie. 

Upon vaginal examination, the uterus was found ante- 
verted, and I was much surprised to discover that it, as well 
as the other viscera of the pelvis, was fixed as if by an old 
attack of pelvic peritonitis. With some difficulty, and a 
great deal of care, 1 passed a small uterine probe to the 
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fundus, and found that the length of the uterine cavity was 
three inches and a half, perhaps a little more, but this was 
all that I attained to. 

The patient, although, as I have stated, thoroughly con- 
vinced that she was not pregnant, and fully persuaded that 
she had an ovarian tumor, seemed so clear in her declaration — 
and description of fetal movements in the earlier periods of 
her illness, that I examined the mamme very carefully, and 
discovered in darkened areolz and hypertrophied glands 
evidences which decided me upon removing a large amount, 
if not all, of the fluid in the tumor before cont myself 
to a diagnosis. 

Accordingly, upon the 22d of April, I removed, by the 
aspirator of Dieulafoy, four quarts of a sero-purulent fluid, 
which contained albumen in large quantities, and resembled 
very closely fluid from an ovarian cyst, the walls of which 
have undergone inflammatory action. This, being submit- 
ted for examination to an excellent microscopist, was de- 
clared by him to present corpuscles which he believed to be 
ovarian. : 

I should have removed a larger amount of fluid, but when 
this had been withdrawn no more would flow. Believing that 
I had taken enough to enable me to make a complete chem- 
ical and microscopic examination, I withdrew the needle, 
and found that the flow had been checked by obturation of 
the canula by means of a pellet of white and dense lymph, 

Palpation of the tumor now revealed the presence of a 
large, solid mass within it, which was so movable that it 
could be rolled from side to side, and conjoined manipula- 
tion showed the uterine body fixed at the symphysis pubis, 
and somewhat larger than normal. 

I now made a positive diagnosis of abdominal pregnancy, 
and expressed the conviction, from which I never subse- 
quently wavered, that the fetus floated freely in a mass of 
sero-pus in the peritoneal cavity, that the pelvic roof was 
covered by a mass of consolidated lymph, and that the in- 
testines, pressed toward the flanks, had been covered over 
and fixed there by the same material. This position I felt 


Z. GAILLARD THOMAS. 189 


sustained in by the following facts: rst, the existence of 
nausea and vomiting during the early months of the pa- 
tient’s illness, which disappeared, giving place to; 2d, dis- 
tinct fetal movements, about which the patient was so clear 
and confident that I could not divest my mind of a belief in 
their possible validity ; 3d, the presence of a marked pig- 
mentary deposit in the linea alba and areolz of the breasts; 
4th, the presence of an enlarged though empty uterus, fixed, 
as were all the pelvic viscera, yet without evidences of pelvic 
peritonitis ; and, 5th, the existence of a large, solid body, 
which rolled around freely in the cavity of the abdomen. 
There may be those who will say that these evidences were 
too meagre for diagnosis. All that I have to say in reply is, 
that I thought otherwise, and had confidence in my belief. 

The patient’s family was informed of my conclusion, and 
gladly accepted the alternative of operation, as it was quite 
evident to them that death would be the inevitable result of 
further delay. The patient herself was left under the im- 
pression that ovariotomy was to be performed. 

On the roth of May, I operated, at 3 Pp. M., at the resi- 
dence of the patient, and in the presence of Dr. Dusinberre, 
of Lockhaven, Penn., and Drs. Jas. B. Hunter, H. F. Walker, 
Chas. S. Ward, S. B. Jones, and James Hadden, of New 
York. » 

_ The patient having been etherized, an incision was made 
extending from the symphysis pubis five inches upwards 
towards the umbilicus, and carried down to the peritoneum. 
Had I been operating without a firm belief in the diagnosis 
of abdominal pregnancy, and under an impression that an 
ovarian tumor existed, I should at this point have, I feel 
sure, been led into an error which would have lost my 
patient’s life. The peritoneum was so much hypertrophied 
that I should have peeled it off from its apparently loose at- 
tachment to the abdominal walls, under the impression that 
it was an adherent ovarian cyst. Cutting through it, a large 
amount of such fluid as I have described as removed by 
aspiration flowed away, together with several ounces of 
white coagulated lymph, in shreds and masses. Now pass- 
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ing into the abdomen my right hand, I discovered the 
breech and legs of a large child presenting at the pelvis ; 
and by the unoccupied hand placed outside of the abdo- 
men I could distinctly feel the head near the ensiform 
cartilage. Seizing the feet, I extracted the child, and re- 
moved all the fluid and lymph contained within the ab- 
dominal cavity. 

From the navel of the child the umbilical cord ran and 
attached itself to the peritoneal surface at the left iliac 
fossa. It was severed near the peritoneum, and the child 
removed. 

I now lifted the abdominal walls and examined the empty 
cavity of the abdomen. Nowhere could any viscus be dis- 
covered, except at the pelvic brim where the uterus could 
be seen anteverted, and fixed by a copious deposit of lymph. 
The intestines, pressed aside and backwards, were every- 
where similarly covered and bound down. A large, empty 
cavity, extending from the diaphragm above to the true 
pelvis below, presented itself to the view of my associates 
and myself. The placenta could not be seen, although the 
attachment of the cord showed where it must necessarily 
have been. 

In a case of tubal pregnancy, in which I removed the 
fetus by cutting through the vagina, about a year before 
this, I very nearly lost my patient from hemorrhage in con- 
sequence of an effort to deliver the placenta This deter- 
mined me to be very guarded as to any similar attempt 
here. Another fact which prompted such a conservative 
course was this: in removing the fetus in Mrs. R.’s case, I 


had scratched the peritoneum, over the promontory of the 4 


- sacrum, very slightly with my finger nail, and this: wound 
bled so very freely and persistently as to offer me a foretaste 
of what would have occurred had I endeavored to remove 
the placenta. The decision of this point constituted, I feel, 
a crucial one in the operation. The delay, exposure of the 


peritoneal cavity, tax upon the nervous system, and loss of — 


blood, would, I think, have decided the progress of the case 
adversely. . 
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The placenta was left alone, a large glass drainage tube 
placed in the lower extremity of the incision, and this was 
closed by silver sutures involving the hypertrophied peri- 
toneum. The operation, which, including closure of the 
abdominal wound, was completed in twenty-two minutes, 
being concluded, the patient was put to bed, quieted by 
opium hypodermically administered, and sustained by milk. 

The child was found to be a finely developed girl, thickly 
covered with vernix caseosa, not decomposed, measuring 
eighteen and a half inches in length, and weighing seven 
pounds. The cause of its death, which had evidently oc- 
curred some time before I was consulted, was quite evident. 
About its middle the funis was so tightly wrapped by a 
long hair, which was wound repeatedly round and round it, 
that its circulation was completely cut off. 

After the operation, the temperature and pulse both sub- 
sided, the former from 102° to 98.9, and the latter from 120 
to 107. A source of constitutional irritation and toxemia 
had been removed, and its evil result upon the nervous 
system went with it. 

I shall not detain the Society with a day-to-day record of 
progress, but merely stop to mention two important facts, 
and then conclude. After the operation, the patient was 
placed by me under the charge of Dr. S. B. Jones, who re- 
ported her as doing surprisingly well until the fourteenth 
day. Until this time a spontaneous drainage of sero-pus 
occurred through the tube, the bowels acted daily, pulse and 
temperature were satisfactory, and it was thought that all 
danger was past. On the night of the 24th of May, how- 
ever, she had a slight chill, which was followed by high 
febrile action. The temperature went up to 104°, and the 
pulse to 130, and septicemia seemed imminent. I saw her 
about two o'clock in the night, with Dr. Jones, and passing 
my finger deeply down into the abdomen, dislodged a mass of 
loose, very fetid blood, which was washed out by a stream 
of warm carbolized water projected through the drainage 
tube, or rather through the opening which its presence had 
kept patent. These antiseptic injections were kept up by 
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Dr. Jones every eight hours, until after forty-eight hours all 
evidence of danger had subsided. 

Still, as the placenta was retained, the abdominal wound 
was at one point kept open by the glass drainage tube. 
Time proved the propriety of this course. Five weeks after 
the operation, just as we had decided to venture upon com- 
plete closure, Dr. Jones was sent for in great haste, and 
found a small portion of fetid placenta protruding through 
the abdominal opening. This he seized, and by gentle rota- 
tion removed the whole. 

After this the patient rapidly recovered, very soon left her 
bed, and now presents an appearance of such perfect health 
that, upon a recent visit to my office, I did not recognize 
her. 

One or two points in connection with this case are worthy 
of special note, and I draw attention to them as they may 
prove of value to future operators : — | 

ist. I believe that had a positive diagnosis not been made 
before operation, the case would have ended fatally when the 
peritoneum was reached by the primary incision. Had it 
been supposed that an ovarian tumor presented itself, the 
peeling off of this from the abdominal walls, which would 
have been very easily accomplished, would likely have re- 
sulted in peritoneal sloughing and death. 

2d. Had an effort at removal of the placenta been rani 
I think that, for reasons already assigned, disastrous conse- 
quences would have ensued. 

3d. Had the abdominal wound been allowed to close, by 
first intention, I think that the imprisonment of a putrid 
placenta would inevitably have created septic poisoning, 
with its unfortunate train of consequences, | 

My experience in this accident now extends to seven cases 
seen and examined before rupture of the extra-uterine cyst. 
Several others I have seen after such rupture, but these do © 
not concern the present topic. In these seven cases a diag- 
nosis was made early, and with certainty in every instance 
except one, in which it was made, but not with absolute cer- 
tainty. 
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_ One of these, seen with the late Dr. W. T. Walker, recov- 
ered, the cyst discharging per rectum; another attended 
with Dr. Olcott, of Brooklyn, recovered after the same proc- 
ess ; in two, one presenting at my clinic, and one attended 
with the late Dr. Henschel, death resulted after withdrawal 
of the liquor amnii by the aspirator ; in one case, seen in 
consultation with Drs. Peaslee and Janvrin (this being that 
in which the diagnosis was not made with positiveness) death 
resulted from septicemia, after discharge of the cyst by the 
rectum ; in one case, recovery followed removal of the fetus 
by elytrotomy ; and the seventh case is that just reported. 

Thus, out of seven cases diagnosticated previous to rup- 
ture, three being left to nature, and four being operated 
upon, four recovered and three died. I would remark, how- 
ever, that these statistics, like all others in medicine, are 
very likely to mislead. So much depends upon the condi- 
tion of the patient, and the prognosis of the case at the time 
of interference, that it is unsafe to rely merely upon the dis- 
play made by results, as shown in figures. 

From the experience here recorded, I would offer the fol- 
lowing suggestions for the management of these cases : — 

1st. No general rule can be given as to the propriety of a 
resort to surgery in extra-uterine pregnancy. In a certain 
number of cases, as I have elsewhere stated in this paper, 
interference would be a blunder ; in others, non-interference 
would be tantamount to a sacrifice of the patient’s life. The 
indications developing in each individual case should be the 
guide to practice. 

2d. I would recommend, after operation, that the placenta 
be not manually removed, but be left to nature’s efforts at 
expulsion. 

3d. The placenta being left in situ, it follows as a corrol- 
lary that the external wound prose be kept open to permit 
of its escape. 

4th. Antiseptic injections into the emptied sac should be 
resorted to as soon as evidences of septicemia appear. 

13 
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DISCUSSION. 


Dr. R. Barnes, of London. — There is one point which al- 
ready seems to be decided, and that is with reference to the man- 
agement of the placenta. That Dr. Thomas pursued the wise 
course in his case there can be no doubt. I once saw a case with 
the late Dr. Ramsbotham, who, before the operation was per- 
formed, laid down the law distinctly, that the placenta should not 
be disturbed, for, if detached, the hemorrhage would probably be 
fatal. That case terminated favorably. I met with a case in 
London a few years ago, in which the placenta was removed at 
the time of operation, and a fatal result followed. 

But then comes another question, which is not settled, whether 
Dr. Thomas is altogether justified in the statement, that it fol- 
lows as a corollary that we should leave the wound open. Had 
the wound been permitted to heal by first intention there might 
not have been any decomposition of the placenta. It might 
have been removed by a gradual shrinking process, or by some 
of those ways with which we are already familiar. I am not pre-_ 
pared to accept the proposition that the wound should be kept 
open. When there are symptoms of septicemia or pyemia, the 
propriety of opening the wound and allowing external drainage 
is perfectly clear. 

There is great difficulty of making a diagnosis in some of 
these cases. It has occurred to me twice to make a mistake 
between an ovarian tumor and extra-uterine pregnancy. 

This is not the first time that I have seen fallacious results 
follow a microscopical examination of fluid drawn from a tumor 
in the abdominal cavity, or even from an ovarian cyst. 

Dr. Dryspae, of Philadelphia. — I would ask Dr. Barnes 
whether the tests for the cell were tried? 

Dr. BARNES. — I am not able to say. 

Dr. ENGELMANN, of St. Louis.—I do not think that we can 
make a diagnosis by means of the microscope. At one time it 
was supposed that the presence of a certain cell was sufficient for 
the diagnosis of cancer. It is now believed by some that there 
are cells characteristic of the ovary, whereby we are enabled 
from the fluid to make a distinction between ascites, etc., and 
an ovarian cyst. I do not think that can be done, and regard 
the cases related by Dr. Thomas and Dr. Barnes as a proof. It 
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is probable that these are common cells that have undergone fatty 
degeneration. 

Dr. DryspALE remarked that he had spent much time in the 
last twenty-three years in examining abdominal fluids, and that 
he had never failed, when he was careful in his examinations, in 
diagnosticating ovarian from any other abdominal tumor. It is 
not a fatty-degenerated cell, as Dr. Engelmann has just said, but 
a cell characteristic of ovarian fluid, and which I have called the 
ovarian corpuscle or cell. It is an albuminoid body containing 
little fatty particles which give it a granular appearance. It re- 
sembles in some particulars many other granular cells, but can 
be distinguished from all other cells found in the abdominal cav- 
ity. I have examined over 1500 abdominal fluids, and can speak 
with regard to the matter positively and conscientiously. The 
principal test I employ is acetic acid. If the cell is ovarian, the 
acid changes it but little, perhaps rendering it only a little more 
transparent. But if it is a white blood cell, a lymph corpuscle, 
or any of those granular cells, which resemble them, it will nearly 
always take on a different appearance ; the cell almost vanishing, 
perhaps, and multiple (2-5) nuclei appearing, as in the pus cell. 
Then if the cell is suspected to be the fatty degenerated, or 
Gluge’s cell, ether may be added, by which the fatty matters will 
be dissolved and disappear. If no fatty degeneration be present, 
it is sufficient to add acetic acid. 

Dr. CHApDwick, of Boston.—I think we have arrived at a 
point in pathological observations, by the use of the microscope 
and other means, at which we are very loth to accept the doc- 
trine that any cell is pathognomonic of any growth or condition. 
Certain arrangements of cells may perhaps indicate the presence 
of certain growths. and conditions. But when a person now 
brings forward a certain cell as evidence of certain conditions, he 
should give with it evidence of the strongest kind. Dr. J. K. 
Thornton, of London, has recently published observations upon 
about one hundred ovarian fluids, in which he has claimed that 
the diagnosis can be made by a certain combination or grouping 
of cells. These cells are not the same as the characteristic ones 
described by Dr. Drysdale. Dr. Barnes tells me that Dr. Thorn- 
ton has since expressed distrust in the accuracy of his former 
researches. 

If Dr. Drysdale claims to have discovered a cell that is pathog- 
nomonic of ovarian tumors he asks us to accept facts that are at 
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variance with the whole tendency of recent pathological science ; 
if, on the other hand, his ovarian corpuscle is only a modified 
cell, such as the fatty-degenerated cell, the white blood cor- 
puscle, etc., etc., then I maintain that it may be found in every 
fluid that is drawn from the abdominal cavity. I must express 
my disbelief in this cell as an aid in the diagnosis of ovarian 
cysts. I have sought for the cell in many ovarian fluids, and 
have submitted many fluids to more experienced microscopists 
than myself, invariably without success. 

Dr. Byrorp remarked that so far as his experience went, per- 
haps covering thirty-five or forty cases, in which the tumor had 
proved to be ovarian, the ovarian corpuscle, as described by 
Dr. Drysdale, had been found. He was firmly convinced. that, in 
a majority of cases, it could be easily recognized by the use of the 
tests already explained by Dr. Drysdale. 

Dr. THomaS, in closing the discussion, said that Dr. Barnes 
had raised a very important question with regard to treatment of 
the placenta. It does not have special reference to the point of 
interference with the placenta, but it is with regard to the pro- 
priety of leaving a way for its escape. It seemed to him an im- 
portant matter in the study of this question, to distinguish the 
placenta as found in normal utero-gestation from that found in 
an extra-uterine cyst. We all know that after premature labor, 
or even labor at full term, the placenta may remain for a long 
time without undergoing decomposition, and may disappear, per- 
haps completely, by the process of absorption. But it must be © 
remembered that this organ disappears from a cavity that is 
lined with mucous membrane, and has an outlet made by nature ; 
and he has always looked upon this outlet as nature’s safeguard. 
But if the placenta be left in an extra-uterine cyst, and the wound 
be closed, we are shut off from all means of escape for this ma- 
terial. 

It strikes me, said he, that we must take a very different view 
of the two conditions, with reference to the propriety of leav- 
ing an opening for the escape of the placenta. The question, it 
seems to me, is not whether it may not be removed by nature 
after the opening is closed, but the question is, which is safer 
for the woman — to leave the opening for the escape of detritus, 
or to close it? It is an unsafe conclusion, that when septicemia 
shows itself we may then make an opening, for, after lymph has 
been thrown out, and the process of repair gone on to some ex- 
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tent, we are not certain that we shall reach the spot from which 
the poisonous material is passing out into the system. The ques- 
- tion is not whether the patient might not recover with the ex- 
ternal wound closed, but whether it is safer to close that opening 
or leave it free, we feeling, or I at least, that having once closed 
it, that closure is to a great extent final. 

I would not like to leave the impression upon the Society that 
there was any special skill displayed in making a diagnosis in 
these seven cases, they were plain, but I have seen cases in 
which there was a great deal of doubt. Ever since I read the 
paper published by Dr. Drysdale, I have had the fluid of ab- 
dominal tumors submitted to microscopists in this city. But I 
must say that, whatever skill Dr. Drysdale may have, I am per- 
fectly sure that that power of diagnosis does not extend to mi- 
croscopists generally. ‘The average microscopist certainly can- 
not make a diagnosis of ovarian cyst by examining the fluid 
contained in the cavity of the sac. I submitted fluid drawn from 
a supposed ovarian cyst to a gentleman of this city, who is ac- 
knowledged to be skilled in the use of the microscope, and his 
reply was, “I am utterly unable’ to decide with reference to the 
character of an abdominal fluid by examining it under the micro- 
scope. I cannot make a diagnosis | by reliance upon the corpus- 
cle of Dr. Drysdale.” It is due to Dr. Drysdale, however, to say 
that in no case in which I have sent fluid to him for examination, 
and he has made the diagnosis of ovarian tumor, have I failed to 
find an ovarian tumor present. 
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PNEUMATIC SELF—REPLACEMENT IN DISLOCATIONS 
OF THE GRAVID AND NON-GRAVID UTERUS. 


BY HENRY F. CAMPBELL, M. D., 


Augusta, Ga. 


Mr. PresipENnT: As will be found: in the printed pro- 
gramme of this our first Annual Meeting, my present re- 
marks will relate to displacements of the uterus, and to their 
correction by postural expedients. 

In a brief paper read at Savannah, April 23, 1875, before 
the Medical Association of Georgia, I had the honor to pre- 
sent a compendious outline of some of the advantages of in- 
verted gravity, conditioned by postural pneumatic pressure. 
I wish now, though without much lengthened discussion, to 
adduce some special applications of this automatic method, 
and to illustrate, to a certain extent, what may be called its 
philosophy, but above all, its unquestionable advantages, by 
a moderate number of references to actual observation and 
experience. 

Early Fitstorical Research in regard to the Postural Ma- 
noeuvres, known heretofore more commonly under the gen- 
eral designation of “knee and breast posture,” but variously 
called by different writers, “quadrupedal,” “knee-elbow,” 
“all fours,” “da da vache,’ etc., etc., may be said to carry us 
back to the middle of the seventeenth century, at which 
time, probably, it first began to be used by Camper? in vari- — 
ous organic derangements. Deventer is said to have de- 
scribed the position as early as 1701; John Mowbray, in 
1724; Henry Bracken, in 1737 ; Ludwig Wilhelm von in 
in 1747 ; and George Daniel Beessel, in 1756. 


1 According to Dr. K. F. J. Birnbaum, referred to by Kiestra. Jo- 
natsschrift fir Geburtskunde, October, 1867, p. 292. 4 
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Most of these practitioners are reported as having em- 
ployed this knee-posture, under some one or more of its 
modifications, as a means, most frequently, for influencing 
or facilitating aberrant or difficult processes of labor. The 
term “knee and elbow” is more frequently used by these 
authors than any other, and an attentive consideration of 
their several descriptions will convince us, that no one inva- 
riable posture was adopted by them. Indeed, by some of 
them, the reversal of gravity was not unfrequently in a very 
slight degree, if at all, secured ; while, by ~oxe of them, up 
to a considerably later period, are we able to find that that 
most essential condition for the effectual operation of in- 
verted gravity, namely, the equilibration of pressure by in- 
troduction of air into the vagina, seems anywhere to have 
been even recognized. 

Among the earlier of the more recent writers, Von Rit- 
gen ! seems to have bestowed more attention upon the utili- 
zation of posture as a “ mechanical aid” for purposes relat- 
ing to obstetrics and gynecology, than perhaps any other 
writer either before or since his own time. There is scarcely 
any circumstance or condition of the patient, but principally 
those, it seems, referring to the process of parturition, in 
which this most thoughtful and circumspect teacher does 
not give us valuable instructions, by which we may advan- 
tageously bring into requisition the powerful instrumentality 
of the womb’s inverted weight, mostly, as we have said, in 
the gravid condition, for the removal of embarrassments, so 
often incident to downward pressure of the pelvic viscera. 

There is a great variety of circumstances and occasions 
on which he advises that this position shall be used. Many 
of these I here present, that I may complete, as nearly as 
possible, the historical sketch of a long neglected and almost 
forgotten method. | 

“Position oz the knees and elbows, both resting on the 
same horizontal plane,” says this writer,? “ produces very 


1 Die Anzeigen der Mechanischen Hiilfen bei Entbindungen. Fer- 
dinand August von Ritgen, Giessen, 1820. 
2 [bid., pp. 154 et seg. 
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important effects, and can be used with great advantage in 
obstetrics : — 

“rst. For the accoucheur who wishes to evamine the re- 
gion of the ossa and linea innominata, it is very convenient. 
For investigations, with four fingers or the entire hand, it 
is especially applicable. 

“2d. In pendulous abdomen it is, for the most part, alone 
sufficient, when pains are moderate, to conduct the hand into 
and through the pelvis. 

“2d, With pendulous abdomen, we can very easily apply 
the forceps from behind, even when the head rests on the ossa 
innominata and does not properly enter the pelvis. The 
last movements, in passing the perineum, can very well be 
made in the same position ; but if this is not desirable, the 
woman may be laid on her back, and extraction performed. 

“ath. In pendulous abdomen, which is at all consider- 
able, zwrning should always be performed in the ‘knee and 
elbow ’ posture. 

“sth. Since the internal manipulations for turning are 
easier in this position than in any other, it is questionable if 
turning should not always be practiced in this position. In 
my private practice I have found the position so useful, that 
I seldom adopt any other in ordinary cases of turning? 

“6th. It may be profitably employed from the third to 
the seventh month of pregnancy, in cases of hernia and of 
prolapsus. 

“7th. For reduction and retention of hernia and prolap-— 
sus. 

“8th. For the replacement of retroversions. 

“oth. For retroflexions. 

“zoth. For inversions. 

“y1th. For introducing the catheter in most cases, raising 
the buttocks upon vertical thighs, with the elbows stretched — 
far forward, is a posture so favorable, that no other should 
be substituted for it. 


1 In one case only have I turned in knee-elbow posture. i 
2 The italics are mine. “ Raising the buttocks on vertical thighs” is 


one of the important requisites of the genu-pectoral position. — H. F.C. 
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“eth. Even for accelerated labor, this ppoemre is advan- 
tageous. 

“13th. When the head is wedged at the entrance of the 
pelvis, and whenever the pains are too violent, benefit may 
be derived from this posture. 

“tath. The passage of stools, when prolapsus of the rec- 
tum is to be feared, is effected with safety in this position, 
and injections are also easily so administered.” 

Thus our author has covered the entire ground of appli- 
cations in which genu-fostura/! manceuvres can be utilized 
by the obstetrician and gynecologist. He then, almost en- 
thusiastically, but none the less logically and convincingly, 
returns to, and dwells upon, the peculiar advantages of 
“knee and elbow position” in several of the many condi- 
tions of embarrassment he had enumerated as amenable to 
the powerful influence of inverted gravity. In doing so, 
however, he evidently did not recognize the important ele- 
ment, — undoubtedly all the time acting its part, namely, 
equilibrium of air-pressure,—in the success of all that he 
accomplished. He thus continues to urge the advantages of 
inverted gravity upon his readers : — 

“These praises of ‘kzee and elbow position’ will not be 
considered without foundation, if its effects are closely con- 
sidered. In the first place, it is evident that the thighs pre- 
sent no impediment either to the investigation or to the 
operation, as is the case in most other postures, and that no 
special bed is necessary to make all the parts readily acces- 
sible. Further, it is no inconsiderable advantage that the 
womb and its contents are, by their own weight, drawn from 
the pelvis, by which means the introduction of the hand 
into the vagina and os, the pushing back and turning of the 

presenting parts of the child, or of a protruding os uteri, 
 etc., are much facilitated.” | 

1 A word we here suggest as a comprehensive term to include the 
various forms and modifications of this method; thus, “knee and 
breast,” ‘knees and elbows,” ‘all fours,” “knees and hands,” and 
“ senu-pectoral,” are all names designating either the same or different 


degrees of inclination of the trunk from the upper end of “ vertical 
thighs.” They are all genu-fostural manceuvres. 
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“In pendulous abdomen, the abdominal walls form a kind 
of sac, hanging in front of the pubes. The anterior wall of 
the womb takes part in the formation of this bag, and can 
often be removed by no other means ; but in our position, 
this bag disappears because the weight of the fetus presses 
against the fundus and drags the organ away from the pubes, 
and also, it is evident, that the power of embarrassing bear-. 
ing-down pains (during turning) is much abridged in this 
posture.” 

It is truly surprising that, in his long enumeration of the 
advantageous applications of the “ knee-elbow” position dur- 
ing aberrant parturition, Von Ritgen did not seem to be 
aware of its great utility in prolapse of the funis. This em-— 
ployment of it had been in use, it seems,! long before his 
time, — even in the days of Deventer, 1701, — and yet he, 
with his predecessors of more than a century, was, by this 
neglect or oversight, deprived of it as a means of saving in- 
fant life. By independent and original re-discovery, it was 
again given to obstetrical science by our distinguished coun- 
tryman, Dr. T. Gaillard Thomas, of New York. As it is 
well known, such lapses are by no means uncommon in the 
history of obstetrical science. Many of our present most 
valuable resources, though long ago discovered, and at one 
time fully utilized, once had fallen into disuse, —even many of 
them almost forgotten, till rediscovered and permanently res- 
cued from among the rubbish of the past. Among such long 
neglected resources, genu-postural methods of treatment, it 
will be admitted, constitute a somewhat notable example. 

Von Ritgen, notwithstanding the exalted value he be- 
stowed upon “knee-elbow” position, was willing to admit 


some limits to its applicability. He carefully enumerates 
and describes a number of conditions and circumstances 344 


which contra-indicate its use. | 
“With all these advantages,” says he, “this posture is — 


very unpleasant for the woman. It is inconvenient, and it 


drives the blood to the head and breast. ; 


1K. F.J. Birnbaum, Monatsschrift fiir Geburtskunde, October, 1867, — 
p. 292. 


HENRY F. CAMPBELL. 203 


“st. It cannot, therefore, be long continued. 

“2d. It cannot be used in feeble parturients. 

“3d. Or with such as suffer from headache, asthma, and’ 
other diseases of the head and chest. Nevertheless, many 
cases remain in which the posture can be used with the 
greatest advantage.” 

To indicate how well considered, in the mind of this 
writer at this early period, were all the possible methods of 
varying these postural manceuvres, and further, to show the 
high value set upon axzy degree of inclination which would 
lessen the downward pressure of uterine fetal and visceral 
gravity, even when it amounted to little more than horizon- 
tality, I mention, lastly, his careful consideration of that 
which to every one will appear to be the least advantageous 
of all the varieties and degrees of the class of genu-pos- 
tural expedients. 

“ Position on the ‘ kuxees and hands?” 1 says he, “zwith up- 
right extended fore-arms, it is clear, does not present so 
many advantages as the preceding, especially in pendulous 
abdomens, but it is free from many of the bad effects. The 
indications may, therefore, be easily gathered from the pre- 
ceding, and I will only remark, that if the supports are but 
a little higher for the hands than for the knees, the posture 
is easily borne, even in the cases contra-indicated above ; 
and turning is easily accomplished.” 

It will be well understood by any one reasonably ac- 
quainted with physics, how much more movable the gravid 
uterus would be, even in the horizontal position of the 
body, with the yielding abdominal wall turned downwards, 
and with the weight of the intestines and omentum falling 
_- away from the uterine globe, and this by its own inverted 
gravity tending downward, than when lying against the ir- 
regular, unyielding, bony wall of the pelvis and abdomen, 
with all the superincumbent mass of omentum, intestines, 
and muscular wall and external fat, together with its own 
weight, counteracting such movement. 


1 The Italics are mine. — H. F. C. 
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He recommends “the knee-hand posture” for reposition 
of “prolapsus of the vagina and uterus during labor.” 4 

The last recommendation of Von Ritgen is his suggestion 
of “knee and breast posture” “in retroflected uterus.” He 
says, “Since no other treatment has been recommended for 
reducing a retroflected uterus, besides the introduction of 
the hand and the gradual unfolding of the womb, knee and 
breast posture is the treatment indicated in all such cases.” 2 

It will be observed, from what I have stated, that the con- 
ditions in which Von Ritgen resorted to these several genu- 
postural expedients as “ mechanical aids,’ were almost en- 
tirely obstetrical. As the present is the only one of his 
works accessible to me, I am not aware that he ever resorted 
to them for the purposes of replacement under any other 
circumstances than in those relating to pregnancy and labor. 
His mentioning “gradually unfolding of the retroflected 
uterus by introducing the hand,” while the woman was in 
the kuee and breast posture, is an exception to this remark, 
which at the same time would rather substantiate the prob- 
ability, that he did not commonly have recourse to it for the 
correction of other forms of non-gravid displacements. The 
word “unfolding” would seem to indicate that he recog- 
nized clearly the dzstznction between flexions and versions. 
If this is the case, so faras I now recollect, this German — 
author made here a discrimination which has generally | 
been attributed to a much later date of observation.? But to 


1 Die Anzeigen der Mechanischen Hiilfen bet Entbhindungen, pp. 234- 
by ; 
2 [bid., p. 247. | 

8 Sir James Y. Simpson, though not the first by any means to ob- 
serve this distinction, certainly did more than any one else in recent ~ 
times to communicate to others a thorough apprehension of the pecul- 
iarities marking these two forms of displacement, as also those relating 
to the two anterior displacements — anteflexions and anteversions. Es- 
pecially did he advance our knowledge of them by calling attention to 
the uterine sound as a means of diagnosis. It is much to be regretted 
that so illustrious an authority should have discouraged the observance ~ 
of a specific line of distinction between the several forms of posterior 
and of anterior displacements of the uterus, which he had so clearly — 
portrayed. “TI believe,” says this most influential and universally re- 
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continue ; doubtless others of his period, or nearly approxi- 
mating it— perhaps both before and since —were in the 
habit of using “knee and elbow” posture in the various 
emergencies of labor. 


vered authority, “it to be an incorrect and unnecessary refinement to 
draw such theoretical, nosological distinctions between them... . 
Practically and pathologically, there is no true difference between these 
modifications or degrees of morbid position of the uterus ; and I shall, 
in my subsequent remarks, include them, and all other varieties of pos: 
terior displacements, under the generic term of Retroversion.” A more 
advanced knowledge in regard to flexions and versions certainly has 
daily more and more convinced us of the importance of separating 
these two classes of displacements, by every distinguishing mark we 
can put upon them; and this, too, on the very account of their being, 
while apparently identical, so entirely dissimilar, both practically and 
pathologically. We have proposed the generic name of “ obliquities ” 
for the versions, and “distortions ” for the flexions. For clear and 
discriminating views of the pathology of these two kinds of displace- 
ments, we would call attention to the pamphlet of Dr. Fredrik Eklund, 
of Stockholm, 1875, 77/7 Retrofiexionernas A-tiologt Och Therapi. 

While on the subject of versions, we will state, in justice to the 
genius of American gynecologists, that William P. Dewees, in a paper 
read December 18, 1820, before the Academy of Medicine, “On Retro- 
version of the Uterus,” and published in vol. i. of The Philadelphia 
Fournal of the Medical and Physical Sciences (edited by Nathaniel 
Chapman), seems to have anticipated all others, at least in the zdea of 
the uterine sound to determine the direction of the uterus: “It may 
serve,” he says, “to distinguish retroversions from other cases ‘dy 
searching for the direction of the uterus by the introduction of a cathe- 
ter, or Jong probe, as was practiced by Mr. White.’ When I say,‘ prac- 
ticed by Mr. White,’ I only refer to the act, and not the object he had 
in view; with him it was an attempt to rupture the membranes; and 
I recommend it, to distinguish between a retroversion of the uterus and 
the descent of an ovarian tumor, or an extra-uterine pregnancy.” The 
probe, in diseased ovariums, decided the direction of body and fundus 
to be obliquely upwards and backwards; in a genuine retroversion 
backwards and immediately downwards. By the reference made to 
“ Mr. White,” it is clear Dr. Dewees was fully aware of the value of 
his discovery. Others in Europe, we are aware, have claimed the 
credit of the modern revival of this valuable instrument for diagnosis 
for Simpson ;—Huguier, Kiwisch, and Samuel Lair (Paris, 1828), — 
but for none, I apprehend, can a more distinct record of a clear appre- 
ciation of the intent and purpose, and great diagnostic value of the 
uterine sound be shown, than that which we here present in behalf of 
the American, William P. Dewees. 
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Though I cannot well now pursue the history of genu- 
postural methods further in this direction, what I have re- 
ported of Von Ritgen’s demonstrations in regard to it, as a 
“ mechanical aid in labor” must, I think, awaken attention 
in the minds of those who, like myself, for a long time have 
not been aware of such suggestions, or being aware of them, 
have heretofore given them little or no consideration. 

I have, heretofore, mentioned the use of this expedient by 
Dr. Thomas in prolapse of the funis, independently and un- 
aware that it had been previously used by Deventer, prob- 
ably by Camper, John Mowbray, Bracken, Von Kneer, Beessel, 
Kiestra, and others. Dr. Barnes’ refers to the advantage 
sometimes gained, in cases where all the water has been 
drained off, by placing the patient on her knees and elbows. 
“In this position,” says he, “ you are favoured by gravity, 
for the weight of the foetus and uterus tends to draw the 
impacted shoulder out of the brim,” and Dr. Dawson, in his 
notes to the American edition of this most practical work, 
remarks, that ‘“ several cases are on record in which version 
was facilitated by the ‘postural treatment of Thomas.’ 
The most recent was a case of shoulder presentation in 
which the membranes having ruptured, cephalic version 
was performed as above, and both mother and child recov- 
ered: | 

As to the use of genu-pectoral and genu-cubital postures 
in surgery, we are all familiar with the valuable service they, 


1 Obstetrical Operations, p. 212. . 

2N. O. Four. of Med., October, 1869, Dr. T. M. Stone. Dr. F. A. 
Burrall, of New York, in an excellent paper “ On some of the Uses of 
Knees and Elbows Position,” in which he principally records and dis- 
cusses its applications to surgery, refers to the following additional 
case of ¢urning in which knee-elbow posture was utilized: “Dr. A. 
Hadden, of New York, reports a case in the Vew York Medical Record 
of August 15, 1866, in which the cord being prolapsed and an arm pre- 
senting, the patient was placed on elbows and knees, the funis reduced, 
and then a successful version accomplished ‘without difficulty.’ The 
writer adds: ‘This position of the patient will, in my opinion, be found ~ 
to render pelvic version easier when required to be done by introducing 
the hand into the uterine cavity.’ — American Fournal of the Medical 
Sciences, January, 1874, pp. 103-109. 
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at one time, accomplished in various hands. According to 
researches made in the history of vesico-vaginal fistula oper- 
ations by Dr. T. Gaillard Thomas,’ we find that in 1817 
Schreger, of Germany placed the patient ox the abdomen 
to scarify the edges of the fistula ; in 1834, Gosset of Lon- 
don used the £uee-e/bow position for the same purpose ; in 
1844, Chelius used azee-e/bow posture in the same way ; 
in 1846, Metzler of Prague again used the kuces and elbows 
positions successfully in vesico-vaginal fistula operations as 
had done the two preceding surgeons. 

But the most striking and important application of genu- 
postural advantages to the purposes of surgery, is the use 
made of that particular form of the manceuvre in question, 
in which the trunk is depressed beyond the degree of inclina- 
tion practiced by those heretofore mentioned, and in which 
the upper portion of the thorax is made the anterior or ¢hird 
foot of the tripod, completed by the two knees giving sup- 
port to the elevated pelvis on the vertical thighs. This is 
the position which, as will be recognized, our distinguished 
countryman and honored Fellow of this Society, Dr. J. 
Marion Sims, now of New York, adopted in all his earlier 
operations for vesico-vaginal fistula, beginning somewhat be- 
fore,and continuing its use considerably after, the year 1852. 
The figure on the following page correctly represents the 
outline of the body, the proper direction of the thighs, and 
the disposition of the hands and upper extremities, while the 
woman is in the genu-pectoral posture. Like most of the 
illustrations in this paper, it is from the artistic hand of my 
nephew, Dr. A. Sibley Campbell, of Augusta, Georgia. It 
is presented here in order to exhibit the greater degree of 
trunk-inclination in this, as compared with the other genu- 
postural attitudes heretofore considered. 

To do full justice to Dr. Sims, in the comparison that 
will necessarily be made between his use of genu-postural 
aid in the performance of his various operations upon the 
vagina, womb, and bladder, and the use made of it by others 


1A Practical Treatise on the Diseases of Women. Fourth edition, 
p. 187. 
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previously, I must begin by rejecting the name he used to 
designate it. The posture he used was not “ quadrupedal,” 4 
of which knee-elbow support would be an instance, but ¢7z- 
podal, the two knees and the dveast, on a common plane, 
effecting a far more decided inclination of the trunk. As it 
is well known that it was in reality the genu-pectoral or 
knee-breast posture that Dr. Sims used, and not the genu- 
cubital or knee-elbow, and that he particularly valued the 
retirement of the womb and other viscera, and the vaginal - 
inflation, secured by the former and not incidents of the 


Ns Sore ae ee a yf y 
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The Genu-pectoral Position. 


latter, as affording more room, I think we may claim that 
Sims greatly improved upon Gosset, Metzler, and Chelius, 
not only in his combination of the elements of the opera- 
tion, but also in the adoption of a far more advantageous - 
position for their application. That from his inventive 
brain he was enabled afterwards to bring forth another de- 
vice, the semi-prone posture, for which, as more advantageous 
still, he abandoned the genu-pectoral, does not at all affect 


1 This term is indefinite and would indicate either “ hands and knees ” 
or “all fours” or “knees and elbows” rather than “ knee-breast” or 
“ genu-pectoral,” the term we propose. “A da vache” is very objec- 
tionable, as any one will observe by disturbing a cow while lying down. 
She rises on her ind feet whilst the breast is still resting on the 
ground. The knees are not used at all. 
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the question of the credit due him in the earlier history of 
his several operations. 

- In a case of sudden and violent retroversion of the womb, 
Dr. Sims had, even somewhat earlier than the above date, 
noted that on accidentally letting air into the vagina, while 
the patient was in the knee and breast posture, the most 
striking relief was obtained. This apparently gave the sug- 
gestion of applying the posture to the uses of surgery, but 
failed, it appears, to have impressed him with its advantages 
in manipulative gynecology. Wecan find nowhere that he 
recommends the genu-pectoral posture for retroversion, pro- 
lapsus, or for any other form of uterine displacement. In 
the section of his “ Uterine Surgery” (1866), treating of dis- 
placements, — section V..—and nowhere in the pages de- 
voted to retroversion, does he refer to it as being corrected 
by inverted gravity, conditioned by atmospheric pressure or 
equilibrium, a rationale of reduction which he had so dis- 
tinctly recognized and so philosophically explained in con- 
nection with his vesico-vaginal fistula operations as lately as 
1852, and after this again in 1857, in his address before the 
New York Academy of Medicine. As I have remarked on 
another occasion,' every one must admit that it was only the 
transcendent brilliancy of his achievements in the depart- 
ment of operative gynecology, which could have diverted 
him from placing a more enduring value upon such striking 
results developed by his own experience. It is well known 
that Dr. Sims soon after abandoned the use of the knee- 
breast posture as a mechanical aid, even in surgery, and 
that he substituted for it one which, for such purposes, he 
and others “have found far more advantageous.” I refer to 
the semi-prone posture now almost universally adopted in 
operations on the womb and vagina.? | 


1 Résumé of a Report on Position, Pneumatic Pressure, and Mechan- 
tcal Appliances in Uterine Displacements. (Pamphlet.) Savannah, 
April 1875, p. I. 

2 “Tt is rarely that any other position is needed than on the left side, 
with the knees flexed on the abdomen, the body well rolled over on the 
chest, the left arm turned over the back, and the head elevated as little 

14 
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Though, as we have seen, Dr. Sims has abandoned this 
position, yet, during the brief period in which he used it, 
and especially on account of the wide dissemination given 
to it as connected with his striking results in uterine sur- 
gery, many and various applications have been made of it. 
In the drainage of abscesses, in intussusception, in reduc- 
tion of hernia, in administration of enemata, in the use of 
O’Beirne’s tube, in explorations of the rectum, and in the 
reduction of extrusions,! it has, from time to time, proved a 
most valuable adjunct. And yet, strange to say, on but very 
few occasions has the posture ever been utilized for ordi- 
nary replacement of the dislocated womb, and never at all 
where the introduction of air into the vagina has been men- 
tioned as an important condition for the success of the 
measure. 

Some fifteen years or more prior to the revival and adop- 
tion of knee and breast posture by Dr. Sims, for the purposes 
above mentioned, Milton Antony, of Augusta, then Profes- 
sor of Obstetrics in the Medical College of Georgia, habitu- 
ally taught this method for the reduction of uterine displace- 
ments, and I find such references to it in the first and sec- 
ond volumes of the “ Southern Medical and Surgical Jour- 
nal,” of which he was editor, as plainly indicate his full 
comprehension of the importance of atmospheric pressure in 
the rationale of the process. Though he does not in this 


place, as he does elsewhere, describe the position, as his ‘a 


meaning is obvious, I select this paragraph for brevity: “We © 
must restore the uterus to its proper site in the upper part 
of the pelvis, with its axis in relation with that of the ab- 
dominal strait. This is most easily and effectually done by 
placing the patient in @ position in which gravitation, acting 


as possible.” This is the accurate description given by Dr. Emmet — 
of what is known as the “semi-prone posture.” See Vesico-Vaginal — 
Fistula, by Thomas Addis Emmet, New York, 1868, p. 33. 

1 Most of the above applications are recorded in an interesting paper — 
On Some of the Uses of Knees and Elbows Position, by F. A. Burrall, — 
M.D., of New York. See Amer. Four. of the Med. Sciences, Jan. 1874, — 
p. 103. — 
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on the uterus in conjunction with atmospheric pressure, will 
tend to draw this organ towards the umbilicus. Whilst in 
this position, care must be taken that these two forces be 
not counteracted by the pressure of the abdominal muscles. 
These being perfectly relaxed, and continued so, the vulva is 
to be carefully opened for the free admission of air. Then 
will the two forces above named de tn full action,” } 

Brief and concise instructions, such as above referred to, 
constituted for me the entire “terature of the subject till 
1852, when Dr. Sims began to publish knee and breast pos- 
ture as an auxiliary in his operations for vesico-vaginal 
fistula. I had, however, constantly utilized it in practice, ex- 
plaining its philosophy, and urging its application to succes- 
sive classes in numerous clinical lectures. The recommen- 
dations of knee-elbow posture as a “mechanical aid in 
obstetrics,’ by Von Ritgen, in Germany, and Milton An- 
tony’s recommendation of knee-breast posture for gynecol- 
ogy, in America, seemed neither of them to have gained 
extended promulgation among medical men, nor to have 
exerted any influence upon practice beyond the immediate 
circles of their respective localities. A somewhat diligent 
examination of contemporaneous medical literature has failed 
to afford me any decided evidence that the recommendations 
of either ever attracted a sufficient amount of attention, or 
that they were anywhere incorporated in standard works as 
reliable precepts for the guidance of practice. Certainly, 
nothing at the present time, or for over thirty years prior to 
_ our own era, has been written in regard to either the genu- 
cubital or the genu-pectoral positions, whether with or with- 
out intravaginal pneumatic pressure, which is at all com- 
mensurate with their high importance as mechanical aids in 
both obstetrics and gynecology. 

As to the exact date at which the introduction of air into 
the vagina began to be recognized as a condition indispen- 
sable to the automatic action of inverted weight in the 
reduction of uterine dislocations, I can find no record suffi- 


1 Southern Medical and Surgical Fournal, vol. iii., April, 1839, p. 
434, article, “ Prolapsus Uteri.” 
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ciently distinct to attribute originality to any one. Dr. Sims 
certainly recognized its importance in a case of acute retro- 
version, which he relates as having occurred in 1845,! and 
also very fully discussed its operation in 1852 ;? while, as we 
have seen, Dr. Antony attributed to it the greatest impor- 
tance as early as 1839, stating that it was one of “the two 
forces in full action” in returning the uterus to its proper 
site on carefully opening the vulva. As neither of these 
writers lay any claim to originality in the observation, nor 
refer to this part of the process even as a novelty, it is 
highly probable that research will hereafter develop the fact, 
that air-pressure, as an element of uterine replacement by 
inverted gravity, was well known to the earlier advocates 
of genu-postural methods. 

Recent History of Pneumatic Genu-posture.— Having been 
familiar for more than thirty years with the several forms of 
the genu-postural expedient, daily resorting to knee-breast 
posture, as especially efficient, in conjunction with intra- 
vaginal pneumatic pressure for the evokement of automatic 
reduction of any degree or variety (always excepting impac- 
tions and adhesions) of uterine dislocation, and, above all, 
placing a value upon their instrumentality immeasurably 
above that of all other means and methods, either singly or 
combined, I made it the subject of diligent inquiry and 
research, to ascertain what amount of importance had been 
at various times attributed to them by systematic writers on 
obstetrics and gynecology. The result of these researches, 
as they relate to the earlier history of these measures, I 
have carefully detailed in the remarks just given to the 
Society. That they are imperfect, and indeed comprehend 
only a mozety of all that has been recorded in the past upon 
the subject, candor, and more particularly a desire that 
others shall follow up the investigation, impel me not only 
to admit, but most confidently to affirm. These researches 
have in themselves, and for their own sake, become an 
object of intense interest to me, and most thankfully will I 
receive all fair criticism of the defects of this rehearsal, 


1 Uterine Surgery, p. 15. 2 Silver Sutures in Surgery. 
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should the deficiencies, so much regretted by me, be fully 
supplied. There are many directions in which my suspi- 
cions led me to hope that I might find large stores of his- 
torical data bearing upon my subject. The works entombing 
the coveted lore are unfortunately inaccessible to me, — 
those of Peter Camper, of Deventer, and perhaps of others, 
and, as I strongly suspect, the various writings of Ferdinand 
August Von Ritgen, other than that single one — itself a 
treasure’— from which I have ventured to adduce the 
record of so many significant and valuable suggestions. 
Others, in time, may ferret out the data which such unat- 
tainable records contain, and thus complete the remoter 
history of genu-posture, of inverted gravity, and perhaps, 
too, of pneumatic pressure, in their early applications both 
to obstetrics and to gynecology. 

Thus much for our imperfect primitive history. As to 
modern history, I think I may truly say, pueumatic genu- 
postural replacement of the dislocated uterus has had, for at 
least thirty years, and perhaps longer, neither precept nor 
record in either Obstetrics or Gynecology, so far as the 
writings of any recognized or standard author is concerned. 
Elsewhere? I have gladly mentioned the several works of 
Thomas, Barnes, and Leishman, as recommending genu- 
cubital posture for prolapse of the funis, and for various 
conditions of impacted displacement, but none of them 
make any reference whatever to the introduction of air into 
the vagina. Of automatic replacement, under this last and 
all-important condition, we find the record of no precept for 
the past thirty-five years. 

_ Impressed with the importance of knee and breast pos- 
ture in every variety and degree of uterine displacement, I 
presented to the profession a comprehensive sketch of the 
subject in the paper before mentioned. In this communica- 


1 Mechanical Aids in Labor. Giessen, 1820. 

2 Position, Pneumatic Pressure, and Mechanical Appliance in Uter- 
ine Displacements. Read before Medical Association of Georgia, April 
23, 1875. Page 6. 
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tion, the method is distinctly recommended for all forms ! of 
uterine dislocation ; and one of the objects therein attained 
was, to simplify the process to the extent, that automatic re- 
placement can be made to occur almost invariably, by the 
application of the pneumatic self-repositor. It will be in a 
brief discussion of the philosophy of automatic uterine re- 
duction, whether initiated by the medical attendant or by the 
patient, as in “self-replacement,” and to adduce a certain 
number of cases demonstrating and defining its applications 


1 It can scarcely be necessary to state that I do not intend to indi- 
cate here that knee and breast posture wi// straighten out a flexton; a 
flexion is, according to my classification, a distortion of the womb, and 
a displacement of only a fart of the organ. This distorted uterus 
may be prolapsed or deviated, thus complicating the flexion. Postural 
pneumatic replacement is applicable to this complication, but the ab- 
normality of form will still remain unchanged in every possible posi- 
tion of the organ. Below is to be found my Definition and Classifica- 
tion : — 

SYNOPTICAL ARRANGEMENT OF UTERINE DISPLACEMENTS. 

DEFINITION. — Conditions of the uterus, more or less affecting the 
health and fecundity of the subject, in which, whether from e/evation 
or depression ; or from changed direction; or from altered form, this 
organ, or any portion of it, has become abnormally related to either 
the planes or the axes of its containing cavity, the pelvis, or to the 
other organs therein contained. They may be recognized under the 
following several genera: — 


GENUS FIRST. — MALPOSITIONS — ABERRATIONS OF LEVEL, OR 
NORMAL PLANE. 


Influence on Menstruation, Conception, and 


Pregnancy. 
a. Ascent. Menstruation modified — generally excessive, with- 
5. Descent. out pain. Prospects of conception —not always, 
c. Prolapsus. but generally impaired. Pregnancy insecure — 
ad. Procidentia. liability to abortion until after quickening. 


GENUS SECOND. — OBLIQUITIES OR DEVIATIONS — ABERRATIONS OF 
DIRECTION, OR OF NORMAL AXIS. } 
Influence on Menstruation, Conception, and 
Pregnancy. , 
Menstruation disturbed — generally painful. 
Prospects of conception always seriously im- 
paired. 
Abortion always imminent at time of quickening. 


a. Anteversion. 
db. Retroversion. 
« ¢ Lateroversion. 
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and its value, that I respectfully ask to be allowed, still fur- 
ther, to engage the attention of the Society. 


THE PHILOSOPHY OF AUTOMATIC REDUCTION OF THE DISLO- 
CATED UTERUS. 


In regard to the few very common and elementary przncz- 
ples of physics involved in the process of uterine reduction 
by inverted gravity and pneumatic pressure, but little eluci- 
dation can possibly here be necessary. In my former paper, 
I had only space for a distinct reference to the question as a 
thoroughly understood and universally recognized law. As, 
however, to some, a certain complexity in the parts acted 
upon by the inverted gravity and by the conditioning factor, 
— admitted atmospheric pressure, — might possibly be con- 
fusing, a brief consideration of the rationale of automatic 
replacement under these influences, may not be altogether 
superfluous. 

Three important conditions, — I might say powerful influ- 
ences, —all applicable to, and bearing upon, the displaced 
uterus, are found to be co-existent when the woman is 
placed in the genu-pectoral position : first, reversal of grav- 
ity ; secondly, draft of the viscera; and thirdly, external 


atmospheric pressure. 
I will ask permission to consider each one of these obvi- 


GENUS THIRD. — DISTORTIONS — ABERRATIONS OF FORM. 
Influence on Menstruation, Conception and 


Pregnancy. 

In most of the species, menstruation is de- 

a. Anteflexion. ficient and painful — “ obstructive dys- 
b. Retroflexion. menorrhcea ’”’ — conception almost hope- 
c. Lateroflexion. less, from non-contact of ‘ germ-cells 
d. Inversion. with sperm-cells.” In rare cases of ac- 
SUB-GENUS.* cidental conception (as may happen to 

é. Cervical Elongation. some of the species), abortion, in most 
J. Cervical Constriction. of them, almost inevitable. Where the 
g- Tubal Constriction. conditions of the sub-genus exist to the 


full degree, conception is impossible. 


© 


* These are associated asa “ sub-genus”’ — for though generally described with displacements, 
they are only distortions, but not displacements. 
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ous conditions separately, but very briefly, and only so far as 
it relates, and-can be confined to, our present subject. 

I. Reversal of Gravity. First: It is known that in the 
erect, or in any of the other ordinary postures of the body, 
the weight of the viscera contained in the abdomen and pel- 
vis, tending of course always downward, bears more or less 
directly upon the structures which constitute the floor of 
what, in our present discussion, we shall regard a common 
cavity. Secondly: In states of health and of proper tonici- 
ty, by suspensory arrangements both common and special, 
these organs resist more or less the force of gravity, each one 


Fic. 2. 


Retroversion 


descending to its own normal plane in the one or the other 
of the two portions of this cavity. Zhirdly: These organs 
are known to be, to a certain extent, szovable, independently 
or all together, rising and descendingeunder conditions per- 
taining to themselves or to various movements, influences, — 
and circumstances of the body, in the cavity of which they 4 
are contained. Fourthly: It is also obvious, that upon — 
any adequate degree of reverse inclination, that may be — 
given to the direction of the longitudinal axis of the body, 
the bearing of gravity will be relatively more or less changed ; — 
and further, that, should complete reversal of this axis be — 
made, the gravity of the body itself, and of the viscera — 
within it, as related to its two poles, will be inverted. Fafthly: — 
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Just in proportion to the degree of such change in the di- 
rection or inclination of the longitudinal axis of the body 
below horizontality, must there result a change in the rela- 
tive gravity of its contained organs, and in the same propor- 
tion, also, will the #zovements or impulsions incident to these 
organs be changed in their direction. : 

Corollary. From the foregoing it will follow, that as in 
the knee and breast posture the longitudinal axis of the 
trunk is deflected very considerably below the horizontal 
line, there must occur a reversal of gravity in the contained 
organs relatively to the two poles of the body, and with it a 
change in the direction of the impulse, or of the movements, 
if any, that may be instigated in these organs by their own 
weight, individual or combined. 

Now, let us for a moment examine somewhat carefully the 
special bearing of the above two conditions — the erect and 
the inclined postures — upon the dislocated uterus. 

First. In the erect, or measurably erect postures, we find 
the uterus, affected as it may be with any kind or degree of 
downward,! forward, or backward dislocation, — we find it, I 
say, at or near the Jowest plane occupied by the intra-pelvic 
and abdominal viscera, closely embraced and firmly held in 
its situation and to its direction — whatever these may be — 
by the other viscera, among which, and below all of which it 
is situated. By their weight, and by the abdominal muscu- 
lar contraction, it is kept more or less immovable. It is 
more frequently than otherwise located somewhere between 
the bladder and rectum, slightly pressed back and forth by 
alternate distentions and collapses of one or the other of 
these two hollow viscera. 

1 [ will here remark, and I hope to be fairly apprehended, that actual 
extruston or procidentia, while no exception in the relation here men- 
tioned, is not to be considered as among the displacements amenable 
to automatic reduction. This is one of the forms of zmfaction, and 
‘all impactions and adhesions,” as I have stated in my former dis- 
cussion as well as in the present, can only yield to the influence of in- 
verted gravity and pneumatic pressure after these conditions which re- 
strain gravity are overcome by other means. In procidentia, put the 
womb within the vulva, and then, gravity will probably carry it to its 
place. . 
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To change its direction, obstructions presented by the lat- 
eral intestinal mass and by the lateral pressure, in addition 
to its own zvertia, resist the force that would produce the 
change. The weight of the superincumbent intestinal, and 
perhaps also omental mass, and the downward pressure, 
together with the womb’s own weight, combine to resist its 
elevation above its normal plane. 

The above bearings and resistances to either lateral or 
upward movements, as on a little reflection will be apparent 
to most minds, are not very materially changed when the 
trunk is posed in dorsal decubitus ; though it must be ad- 
mitted that the superincumbent visceral weight and the lat- 
eral visceral, and other sources of pressure, are of course 
measurably diminished in some of the forms of dislocation. 

Secondly. In the genu-pectoral position, 1 adhere still to 
the consideration of gravity alone. Should we now care- 
fully examine a uterus that may be affected with any kind 
or degree of downward, forward, or backward? dislocation, — 
we find it now situated at or near the highest plane occu- 
pied by the intra-pelvic and abdominal mass of viscera. It — 
is much less closely embraced, and less firmly held zx its 
relative situation, or ¢o its abnormal direction, whatever that — 
may be (see Fig. 2, p. 216), by the other viscera among which 
it is implanted. It is here held, it is true, — having these — 
viscera closely disposed around and up against it, — but xo — 
longer by their weight (draft, or what we may call restrained — 
gravity, and the inversion of the trunk, takes their weight off — 
from the womb) ; nor is it held in its false position as fixedly — 
as in the erect postures, by abdominal muscular contraction. 
This is voluntarily relaxed as much as may be. The force © 
which holds the womb still in its malposition, contrary to the 
tending of the visceral weight, contrary to its own gravity and 4 
minus much of the abdominal muscular contraction, is 2 ! 
ward external atmospheric pressure, made principally against 


a 


1 It will be recalled here that in the classification offered I place 
flexions under the genus of “Distortions.” A distorted womb may 
also be variously dislocated. Flexions, I have found, are seldom devi- 
ated adversely to the direction of their abnormal curve or angle. 
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the flexible muscular wall of the abdomen, as will be more 
particularly shown hereafter. It may now be moved some- 
what anteriorly, or posteriorly, or laterally, or it may gravi- 
tate or be pushed with the finger somewhat reversely towards 
the diaphragm, but it cannot be made to change its position 
relatevely, or be made to remain where it is pushed, without 
continuance of force, the application of which —or even 
an examination — will almost certainly let in air.1 Whatever- 
movements of the uterus may take place, in this position 
with closed vulva, it is closely surrounded by the compressed 
visceral mass which envelopes and enthrals it. In this posi- 
tion, the displaced uterus still maintains its relations, varying 
with the different forms of displacement, with the bladder 
and rectum; but with the closed vulva, these relations are 
fixed and immutable, in spite of any degree of reversal of 
gravity. To change its direction— supposing it to be a ver- 
sion — by any application of force, we must change that of 
the lateral intestinal mass wth z¢, which to some extent we 
are able todo. To change its /eve/— supposing it to bea 
prolapse — by any application of force, — and to a slight ex- 
tent we can, even while the vulva is closed, — the visceral 
mass in which it is imbedded must be pushed down with it, 
whatever that force may be, or through whatever instrumen- 
tality applied. Reversal of gravity alone then, wtterly fails 
to replace the dislocated uterus. . 

Il. Draft of the Viscera. In the foregoing remarks, I 
have already unavoidably glanced at that altered impulse 


1 In the genu-pectoral position, great care has to be exercised if we 
would ascertain accurately the position of the displaced uterus, or esti- 
mate its mobility and latitude of movement, during closure of the vulva. 
The slightest separation of the labia will admit air, and instantaneous 
reduction take place, by removal of the restraint to the operation of 
gravity. There are, doubtless, many.uterine replacements supposed to 
have been made in this. posture by manual or instrumental aid of the 
physician, which have been the result of accidental and unrecognized 
entrance of air into the vagina. There are many women who, on ac- 
count of emaciation, have patulous vulve. In such individuals pneu- 
matic reduction is made by simply assuming genu-pectoral posture. 
Cases of laceration of the perineum belong to this class. 
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given to the viscera which the reversed attitude of the 
trunk impresses upon their gravity, directing its bearing 
away from the pelvis and downwards towards the diaphragm. 
I would now state, yet more distinctly, that it is one of the 
most obvious and striking of all the phenomena evoked by 
the genu-pectoral position, and that it indicates the exist- 
ence of a force —not fully in operation but ready to act, 
in combination with another, to produce automatic reduction 
of the uterus. For the want of a more recognized and 
familiar phrase, I have ventured to designate this effect of 
genu-pectoral inversion of the trunk, by the term, “draft of 
the viscera.” 

To show that there is such a draft or drawing as the one 
indicated above, initiated and enforced by the partially in- 
verted gravity’ of the viscera, it is only necessary to refer 
to its effective operation in the reduction of hernial pro- 
trusions, in which urgent conditions, it is constantly re- 
sorted to. Here the draft made by the heavier and larger 
intestinal or omental mass, within the cavity of the abdo- 
men, is sufficient, in the inverted or partially inverted posi- 
tion of the body, to draw the lesser or extruded portion back 
through the abdominal rings, out of which it has passed, 
when hours of taxis, in any other position, has perhaps failed 
to reduce the hernia. 

With the view to automatic replacement of the uterus, 
the woman is directed to “breathe easily,” that the lungs 
may not be distended; the diaphragm retires in a. curve 
within the thorax, making more space in the abdomino- 
pelvic cavity. The several viscera, acting by their relatively 
reversed gravity, constitute in the aggregate, a composite 
weight the draft of which need only be for a moment con- 
sidered to be duly estimated and valued. The ponderous 


liver, spleen, and sometimes omentum, the stomach, large 


and small intestines follow down, one after another, towards 
the diaphragm — all tending away from the pelvic region 
1 Gravity is absolute and of course cannot be reversed or inverted. — 


The phrases as used in these remarks are but relative respecting the 
one or other pole of the inverted trunk as heretofore indicated. 
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and away from, and relieving, the dislocated uterus, now at 
the “top of the pile,” but which in any other position of the 
body, —its supports gone and its ligaments relaxed, — they 
would have weighed upon and pressed down to the lowest 
corner into which it could be made to retire. As a compo- 
nent part, though perhaps comparatively small, of this com- 
posite “visceral draft,” the inverted gravity of the dislocated 
uterus itself, as the principal object of our present interest, 
is, of course, not here to be overlooked. Every one of the 
integral parts of the back-drifting visceral load, except one 
or two others, as the rectum and bladder, which cannot be 
said to contribute to it at all, enjoys a longer range in this 
reverse descent, caused by trunk-inversion, than the uterus 
itself. Especially has its immediate relations, the intestinal 
folds and the omentum, the longest range of any. The long 
tether of the small intestines, the mesentery, — purposely 
arranged to allow an almost unlimited latitude of motion, 
—enables them to recede to any extent, before the womb 
(which in this position rests upon them) in any movement 
that either its own weight or the heavier weight of the at- 
mosphere may initiate or continue to enforce upon it. 

When the anatomy of this region is carefully considered 
in its relations with the present subject, the importance of 
this subsidence of all the viscera and of the flexible and 
movable nature of those in immediate relation with the ab- 
dominal portion of the womb, will be fully apparent. The 
womb itself, though performing a considerable journey on 
undergoing replacement — say from the vulva in prolapsus 
or from the hollow of the sacrum in retroversion, — is still 
by the comparative shortness of its tethering, —its ligaments 
and the vagina,— limited in its following, to a point far 
short of that which would allow it to bear at all heavily 
against even the soft and flexible folds of the freely-moving 
small intestine. All superincumbent weight and pressure 
being removed, even the non-gravid, retroverted uterus, af- 
ter its fundus has left the hollow of the sacrum, can revolve 
most readily and without a redresser, at the end of its leashes, 
as on a new axis of suspension, at a point, as is known, above 
its normal position in relation to the pelvic axis. 
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In making use of the term, “draft of the viscera,” I would 
not be apprehended in describing this as a draft upon the 
dislocated uterus after the manner of that reducing the her- 
nia just mentioned. It ‘is well known that there are no 
structural attachments sufficiently direct, between the uterus 
and any of the organs concerned in this process, upon which 
to predicate such an instrumentality for the piston-like 
draft of the viscera which overcrowds the diaphragmatic 
region and lower abdominal planes of the inverted cavity, . 
while, by tending to empty the pelvic portion, it creates 
there a most powerful swczion, drawing after it the flexible 
structures of the vulva and perineum. 

Draft of the viscera then, Mr. President, is an -effect, pro- 
duced by altering the relations of gravity to the two poles 
of the trunk, which alteration I have shown to be one of the 
necessary incidents of certain forms of genu-posture. Such 
an amount of it as we have been discussing, is dependent 
upon that degree of inclination given to the trunk in the 
genu-fectoral position. I think I have clearly shown while 
I have given to each its fullest measure of power, that nei- 
ther “reversal of gravity,” the first of the three influences 
to which the woman is subjected, nor “ draft of the viscera,” 
the second influence, can, either one or the other, or both 
combined, be made to accomplish, without a third element, 
that which we all know can most easily be effected, in both 
the gravid and the non-gravid uterus —I mean automata 
reduction of their dislocations. 

Let us then examine what are the relations of the third 
of “the important conditions, that are found to exist and to 
bear upon the dislocated uterus, when a woman is placed in 
the genu-pectoral position.” ' 

Ill. External Atmospheric Pressure. Tam here reminded 
that when the great Laennec sought to promulgate and to 
secure acceptance for, his doctrine of physical exploration 
of the chest, he did not hesitate to lay down in plainest 
demonstration, some of the common principles of acoustics 
relating to the conduction of sound. Without so illustrious 
a precedent, I might well have hesitated in presuming to 
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make here, even a statement of facts and principles so en- 
tirely elementary as those concerning atmospheric pressure, 
which happen to bear upon our present somewhat intricate 
subject. Postural automatic reduction of the dislocated 
uterus, has, however, had to struggle too long and too un- 
equally with that tendency to oblivion which has so often 
submerged some of the most valuable methods in Gyne- 
cology, for me to omit at this time any view of the subject, 
however obvious, which can strongly impress the mind, 
even at the risk mayhap, of offending slightly the intelli- 
gence of this audience. I offer in apology, sir, that it is 
probable, that the omission, by those who have practiced 
such treatment in the past, to bring forward and dwell upon 
these same elementary principles in connection with these 
postures, has been the cause of their so often losing their 
hold upon the confidence of the profession and of their pass- 
ing out of the mind asa valuable resource of practice. It 
is my belief, that this important element in the process — 
this indispensable comdition upon which the posture and the 
reversal of gravity can alone become in any degree opera- 
tive in effecting automatic reduction, has been overlooked ; 
and for the reason principally, may we not believe, that the 
_real philosophy —namely, the application of these well 
known physics —has not been sufficiently discussed and 
borne in mind as connected with this incomparable method. 
It was for this reason that I have on all occasions — even in 
the ¢zt/e of the present discussion — given prominence and 
distinctness to this particular factor in the accomplishment 
of the proposed result, naming this automatic gravitation of 
the womb in righting itself, “ Pxeumatic Reduction of the 
Dislocated Uterus.” I know full well that when this one 
forgotten element, which I have sought to revive and which 
I have endeavored everywhere faithfully to promulgate, shall 
come to be ever present in the’ minds of those who might 
essay to utilize this “ mechanical aid,” then the only posture 
in which air can be made effectually to enter the vagina 
and in which gravity can be made most powerfully to act, 
will never again, in all time, be entirely forgotten. Who, in 
this age, will ask, “ What’s in a Name?” 
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I have said that “one of the three co-existent powerful 
influences, related to, and bearing upon, the dislocated ute- 
rus, when a woman is placed in the genu-pectoral position, 
is external atmospheric pressure.” What these relations 
and bearings are, it is my wish in the present stage of this 
discussion briefly but somewhat strictly to inquire. With-~ 
out such an inquiry, made in some sort, it must be appar- 
ent to every one present, our rather careful consideration 
of the reversal of gravity and of what I have ventured to 
style, the draft of the viscera, has been entirely without 
meaning and unavailing. 

In the erect and other ordinary positions, the powerful 
external pressure of the atmosphere, coinciding with the 
gravity of the body and of its inclosed organs, serves to 
keep them in their proper position, and to prevent the ex- 
istence anywhere of unoccupied spaces within its cavity. 
The solid organs are closely held impacted against each 
other, and compressed by the flexible and yielding muscu- 
lar abdominal wall, while the hollow viscera, whether filled 
by gaseous, fluid, or solid contents, or whether empty, are 
in the one case closely held together, and in the other flat- 
tened wall to wall, and then compressed like the solid or- 
gans, by the concentric force of the external air, impinging 
broadly upon the movable wall of the abdomen. 

Thus it will be seen that the human body, though hol- 
lowed into an internal cavity, and that filled partly with 
hollow viscera, besides the solid organs, is in the erect and in 
all other ordinary postures, kept closely compacted together 
by external atmospheric pressure, which in these postures © 
coincides with the force of gravity in preventing vacuum, 
more particularly in the pelvic or inferior regions of the 
trunk. I call attention here to the fact, that while natural 
or direct gravity thus forbids vacuum and the entrance of 
air in these pelvic regions during erect positions, it greatly 
favors and facilitates its entrance, by respiratory movements, 
into the lungs by drifting the organs away and making room 
for dilatation in the upper abdominal and thoracic regions. 

In case of uterine displacement, should examination now 
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be made as I have shown, the womb, in whatever manner 
displaced, will be found at or near the most inferior plane of 
the space occupied by the gravitating mass of viscera and 
weighted down by them. To this we may now add the 
weight of the atmosphere combining with the gravity, here- 
tofore described, to hold the dislocated organ firmly in its 
abnormal position. Jz the Genu-pectoral position, the incli- 
nation of the trunk carries it, in a sharp descent, greatly 
below the horizontal line, and, as we have seen, the displaced 
uterus vests upon the abdomino-pelvic mass of viscera, in- 
stead of being weighed down under it. Reversal of gravity 
and backward visceral draft impel it towards the diaphragm, 
but external atmospheric pressure resists the operation which 
would tend to empty the pelvic cavity, inverted as it now is. 
This force holds the uterus to its position in the pelvis, and 
keeps the visceral mass pressed up in contact with it, by 
driving up against these viscera the flexible abdominal wall, 
while the flexible perineal and vulvar wall is also pressed 
downward by the atmospheric weight, to occupy the vacuum 
partially initiated by the lessened resistance of the inverted 
pelvic organs. Hence the inter-ischial depression so con- 
stantly observed. In their present compacted condition, the 
organs occupying the cavity of the trunk constitute, as we 
have seen, a solid mass, upon which inverted gravity cannot 
operate to change the relations of any of its several com- 
ponent parts, however long it may continue in operation. 
Until some change be made within this cavity, that will 
loosen the compact relations of the several organs occupying 
it, and at the same time counterbalance the upward pressure 
against the yielding muscular wall of the abdomen, no move- 
ment of the uterus, nor of any other of these organs, can be 
made to take place, either by gravity, by draft of viscera, or 
by any manual or instrumental force which, in my humble 
opinion, founded on considerable observation, it would be 
prudent to apply. Such a change it is known, however, can 
most readily be accomplished by the simple admission of 
air into the vagina, through the opening of the vulva, and 
further to a certain, but little utilizable extent, as I think, by 
15 
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its admission into the rectum through the opening of its 
sphincter. 

To consider the process briefly, and fairly, in some of the - 
bearings relating to its physics, let me say: I admit that the 
weight of the viscera has been removed from the uterus; I 
further admit that the gravity of the womb itself now 
greatly favors the reduction of the displacement; I still fur- 
ther admit that abdominal muscular contraction is acting 
most disadvantageously both by the restraining will of the 
patient, and the relaxation of fascial attachments and other 
conditions of the position ; and further yet, I freely admit 
that I have shown that the powerful auxiliary of visceral 
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draft — a result itself of inverted gravity — is also-assisting 
to favor the reduction. But against all these, we have to 
contend with a force as compared to which each one of 
these advantages, and all of them combined, ave but as a 
feather's weight in the unequal scale. I mean here the un- 
equilibrated upward external pressure of the atmosphere — 
fifteen pounds to each square inch of the innumerable inches _ 
of the broad abdominal wall. Gravity of the womb itself, — 
and of all the organs drifting downward from it, is powerful _ 
too; but we must recollect it is gravity against gravity; 
and gravity of the atmosphere, acting upward, can sustain, — 
with so broad a surface to act upon, a far greater weight 
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than the womb, non-gravid or gravid, besides all the organs 
we have heretofore enumerated. _ 

In regard to effectual reduction in this position, wzthout 
the admission of air into the vagina, without equilibration, 
whether by digital pressure or instrumental force, who, at all 
familiar with the physics of the question, can at this stage 
of our demonstration, ask us to discuss? And yet the dis- 
placed uterus is very often reduced without air pressure 
being a part of the zztended programme ; indeed, if the at- 
tempt is made to replace in this position, it is a/most impos- 
_ sible to fail to reduce many of the forms of dislocation, 
but I say distinctly not without the aid of air. As the finger 
goes into the vagina, azr goes in, unless the greatest care is 
exercised ; as the instrument enters, air also enters, some- 
times with considerable force. It is only imperfect obser- 
vation that can cause even the inexperienced operator to 
fail in recognizing the agency of so important a factor. It 
can only be his imperfect acquaintance with the common 
elementary law of physics, that can possibly permit him to 
entertain the suspicion, that the reduction thus magically 
accomplished, has not been dependent upon ‘the entrance 
of air,’ which, as I have on another occasion termed it, “is 
the indispensable condztzon of power, the real instrumentality 
and szze gua non in the process of replacement.” 2 


1 Of course I refer here again to cases uncomplicated by impaction 
or adhesion. These of course require the genu-pectoral position, and 
are best replaced, if they can be at all,—can indeed be properly re- 
placed only in this position with any degree of safety or prudence. I 
am now speaking of automatic reduction by gravity alone on air-pres- 
sure being admitted, intentionally or by accident, — whether observed, 
or without attracting the attention of the operator. 

2 Report on Position, Pneumatic Pressure, and Mechanical Appli- 
ance in Uterine Displacements. April 23, 1875. 
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THE PROCESS OF AUTOMATIC REDUCTION BY PNEUMATIC 
PRESSURE AND REVERSAL OF GRAVITY, WITH SOME 
OF ITS USES AND APPLICATIONS. 


When postural pneumatic replacement of the dislocated 
uterus is to be accomplished, whether by the medical attend- 
ant or by the patient herself, the genu-pectoral position is, 
of all others, the one most useful for its accomplishment. 
Reversal of gravity and draft of the viscera are, in this pos- 
ture, most effectually secured, and consequently, on the ad- 
mission of air into the vagina, there being neither impaction 
nor adhesion, automatic reduction will almost invariably 
occur. I would likewise here say, that this is the best, and, 
in my opinion, the only proper position in which to place 
the patient, while efforts are being made, whether manual or 
instrumental, to overcome the impaction which is to restrain 
the operation of gravity. 

My experience and observation has led me to the opinion 
that, in both gravid and non-gravid uteri, in which impac- 
tion may exist, there are times and opportunities more favor- 
able than others for reposition. In several cases, in which 
the impacted gravid uterus did not yield to digital efforts in 
genu-pectoral posture, after repeated attempts at pneumatic 
replacement by the woman herself, I have either found the 
organ return suddenly by little more than a touch ; or, as in 
one case, on making the examination, the womb was found to 
have been already automatically replaced. Whether the in- 
verted position reduces the size of the organ itself, or the 
thickness of the intra-pelvic padding wedging it in is re- 
duced, by reversing the blood-statics and lessening turges- 
cence; or whether, as is highly probable, edematous thick- 
ening of the pelvic tissues is reduced, by drainage, in this 
posture, it is certain that the impaction is lessened by this 
expedient. 

As to the fosition itself, it may be jeabanen as follows : 
(I here refer to Figs. 1, 2, and 3). “Let the patient loosen 
all strings and fastenings of her dress and corsets, and place 
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herself on the bed on her knees, bending the body forward 
till the head and thorax are brought down to the same plane 
as that on which the knees are resting, namely, the surface 
of the bed. The face may be turned to one side, resting in 
the two hands, while the elbows are spread out widely from 
the sides. The knees are to be separated from five to ten 
inches. The thighs must be perpendicular to the surface of 
the bed. ‘She must not arch the spine upwards, for this 
brings into forcible action the ab- 

dominal muscles, which should be Fig. 4. 

perfectly relaxed, with the spine 

curved downwards, as we see in 

sway-backed animals. With these 

peculiarities fully impressed upon 

her, she is to breathe easily, and 

relax the muscles of the abdo- 


>” 


men. This represents the most 

complete reversal of the bearings : » 

of gravity of which the human 

body is capable. I here present 

in diagram-outline the one cor- 

rect, and two improper methods 

of the genu-pectoral posture. As 

I have before remarked, Von Rit- / Pa 

gen? fully estimated in his time 

the value of “the pelvis being 

elevated on perpendicular thighs.” In the second and third 
of these two outlines, it is obvious how easily this perpen- 
dicularity of the columns that support the pelvis may be 
violated, and reversal of gravity be made to fail. 

For Diagnosis.— 1am perfectly aware that both the kind 
and the degree of a uterine displacement is very readily ar- 
rived at by the experienced physician zz the dorsal or other 
decubitus. This particular posture, however, possesses, in 
my opinion, an advantage which, so far as I know, attaches 
to no other. It exhibits to us in a better manner than any 


1 See page 200. His expression is “raising the buttocks upon verti- 
cal thighs.” 
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other the range of mobility possessed by the abnormally 
placed womb. When we lay a woman upon her back, or 
stand her upon her feet, we can, of course, judge to a cer- 
tain extent, as to the facility of movement the dislocated 
uterus possesses. I say to some extent, we move it and push 
it upward with the examining finger or pendulate it from 
side to side, by lateral pressure, but all these movements are 
embarrassed by the fact that we push up with it or from side 
to side with it, other viscera, the weight of which obstructs 
its movements. So much for the facility of movement ; but 
the upward vange of movement is all this time entirely un- 
revealed to us. 

The importance of an examination made when the organ 
is freed, by draft of the viscera, from the embarrassment of 
such superincumbent weight, must be obvious. For one 
object, I find it of daily value to me, namely, as an indica- 
tion by which to select properly the pessary suitable for my 
case. 

To make the examination satisfactorily in genu-pectoral 
position, I have found often requires the greatest care. It 
will be recollected that reversal of gravity and draft of the 
viscera have already initiated a partial vacuum in the pelvic 
cavity. The inter-ischial concavity made in the perineal 
and vulvar wall of the abdomino-pelvic cavity, indicates the 
heavy downward atmospheric pressure kept back or lifted 
off from the viscera by these structures. A momentary 
separation of the labia will “ break the suction,” upon which 
the womb and all this ponderous mass of viscera are, as we 
have seen, in some measure suspended. By introducing the 
index finger very carefully we can feel the inner face of the 
vulva, and just behind it, if a prolapsus, or quite nearly sit- 


uated, if one of the obliquities, we may encounter and satis-_ 


factorily examine the organ. We can move it in a limited 
range of lateral and perpendicular directions, and we can 
test, too, our inability to replace it very fully, in this condi- 
tion of things. 

For Reduction. —To reduce the womb now, if indeed it 
has not already been replaced by the accidental entrance of 


7" 
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air past the examining finger, I have generally found it nec- 
essary only to place one finger, or better, two, unless in the 
case of some virgins, palmar-wise against the perineum 
within ; now lift it up, separating the index from the middle 
finger. In most cases, of either prolapsus or retroversion, 
reduction is instantly accomplished. The organ, but just 
now so firmly pressed up against the wall of the vulva, or 
lying fundus backward in the hollow of the sacrum (see Figs. 
2 and 3, pp. 216, 226), has disappeared from within the reach 
of the finger. We may now complete our diagnostic inves- 
tigation as to range of movement. The wall of the vagina 
is widely dilated into a “dome-like cavity,”—all folds 
smoothed out,— seemingly distended to the full measure of 
the space inclosed by the bony walls of the pelvis. The 
neck of the womb, if it can be reached at all, is felt; or ifa 
speculum is introduced, seen, at the most distant extremity 
of this air-distended cavity. No dilating speculum is now 
required ; a tubular reflecting speculum even of narrow cal- 
ibre, will light up, if the woman is advantageously placed, 
every part of this air-distended chamber, exposing for ex- 
amination the wall of the vagina as well as the cervix uteri. 


THE GENU-PECTORAL POSITION IN THE APPLICATION OF 
PESSARIES. 


Not only is it proper to consider the importance of postu- 
ral pneumatic pressure, as used for the purposes of diagnosis 
and for uterine replacement by the medical attendant, but 
its value and convenience in the proper application of all 
forms of internal mechanical support should be fairly and 
carefully estimated. , 

In respectfully making these suggestions, I here express 
the hope, that the entire reversal of the custom, in regard 
to the position for the introduction of pessaries, will awaken 
no displeasure nor seriously run counter to the predilec- 
tions of any of those, for whose opinion I have ever enter- 
tained the profoundest confidence and respect. Notwith- 
standing it may be found difficult to change, in this respect, 
the method so long advocated in regard to a procedure of 
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daily requisition, still, 2f wpon trial, a real advantage is to be 
seen in the change, I feel confident that a liberal and fair 
consideration will be given to the proposition, even though 
endorsed, as yet, by but few other observations ! than those 
which have been founded on my own original individual ex- 
perience. . 

The difficulty, I might say the impossibility, of fully re- 
placing the dislocated uterus, in any other position than 
that in which the weight of the abdominal viscera and other 
causes of downward pressure heretofore mentioned, can be 
entirely removed, I think has been clearly shown in a former 
portion of these remarks. We have seen that, with the pa- 
tient in the standing posture or even lying upon the back, 
the dislocated uterus is still held firmly down in its false po- 
sition. The object of the pessary, as commonly applied, 
being to return the uterus to, and to sustain it in, its normal 
position, this can only be done by pressing the instrument, 
of whatever form it may be, firmly up against the displaced 
organ. It must be lifted up upon it to the proper level, and 
with it must be overcome the weight of the viscera and the 
external air-pressure and whatever muscular resistance there 
may be at the time, pressing down upon the uterus. 

These objections apply, of course, with still greater force 
to those “mechanical powers” known ordinarily as repositors, 


and to all other instruments carried within the cavity of the 
womb, for the purpose of “redressing” as the process is. 


sometimes called. Their application should, in my opin- 


ion, which is based on long experience with the advan- 


tages of inverted gravity, never be made, except in cases of 
impaction or, perhaps, adhesion, when, as we have seen, 


1 The recently invented dumb-bell pessary of Dr. R. A. Page, of 
New York, and the modification of this valuable instrument, made by 
Dr. James D. Trask, of Astoria, each contemplates, as a preliminary 
measure to their proper adjustment, that the uterus shall be replaced. 
This is directed to be done by the medical attendant in the manner 
above described, if the instrument is to be applied by him; or with the 
pneumatic self-repositor devised by the present writer, in case the pa- 
tient is to make the adjustment of the appliance. See Vew York Med- 
ical Record, present year. 
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neither gravity nor vaginal inflation can operate effectually 
Then, I would place the patient in the genu-pectoral position 
to lighten, by visceral draft, the weight of the heavy abdom- 
inal organs still pressed up against the uterus by external 
atmospheric pressure acting on the abdominal wall. Rectal 
inflation, by allowing air to enter this cavity through a tube, 
while the patient is in this position, would still further add 
to the facility and safety of the process of redressing, should 
the steel repositor still be found necessary. 

Long habit and invariable use of the method have led me 
to regard the reduction of the uterine dislocation as almost 
an indispensable prerequisite to the introduction of all intra- 
vaginal supporting appliances. While I should be unwilling 
to make a forced analogy, the introduction of any mechani- 
cal appliance for the purpose of keeping the dislocated ute- 
rus in proper place without reducing it, has in the course of 
time, come to appear to me, almost as unphilosophical and 
unmechanical as would be the application of splints to a 
fractured limb without first making a proper coaptation of 
the upper and lower fragments of the displaced bone. 

Until this method was, many years ago, adopted by me, I 
was frequently under the necessity of removing pessaries 
very shortly after their introduction, either on account of the 
pain and annoyance they produced from the moment they 
were applied, or on account of my miscalculating the pro- 
portions of the instrument to the requirements of the case. 
Until the retroverted, anteverted, or prolapsed uterus has 
been fully reduced, what amount of experience or of natural 
gift can enable us to tell the exact length and other dimen- 
sions of the infolded or invaginated vagina, any more accu- 
rately than we can determine the length of the invaginated 
finger of a glove? I freely confess that I cannot. Nor can 
I decide, at all as readily, whether the folds can be smoothed 
out and the vagina lengthened; or whether there is a natu- 
rally short vagina, or whether plastic union somewhere, has 
made it necessary to adapt my appliance to a cavity that 
disease has permanently or temporarily contracted. Since 
adopting the plan of first reducing the displacement, and of 
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adjusting the pessary to the organ in its restored position, I 
seldom have to remove one, for any cause relating to the 
manner of its adjustment. There is no form of intravaginal 
support, that I am acquainted with, which can be applied in 
any other position of the female, that cannot, with equal if 
not greater facility, be applied while the patient is in the 
genu-pectoral position after automatic reduction. The elas- 
tic-ring pessary of Meigs, the lever of Hodge, whether open 
or closed, the important modification of the same by Dr. Al- 
bert H. Smith, the dumb-bell pessary of Dr. R. A. Page, and 
its modification by Dr. J. D. Trask, can each one, after a 
very little experience, be introduced and accurately adjusted, 
with greater ease and made more effectual in the proper 
support of the displaced uterus, in the knee and breast pos- 
ture, than in any other position that can possibly be devised 
for their application. 

Method of Procedure. — Much depends upon the manner 
in which a pessary of any kind is introduced in the knee 
and breast’ posture. A careless or an inexperienced operator, 
or one not fully comprehending the anatomical relation of 
the parts to the philosophy of automatic replacement, will, 
besides giving much pain to the patient, fail in the satisfac- 
tory adjustment of the appliance, and also in properly appre- 
ciating the advantages of the method. The condition of 
the cavity in which the adjustment is to be made, after pos- 
tural inflation, is so entirely changed from the collapsed 
and contracted space into which the fingers and the instru- 
ment are to enter, when the application is made in any other 
position of the body, that one familiar only with the ordi- 
nary method would be at a loss, in setting about a process 
so unusually circumstanced. Not wishing this, which, in 
my humble opinion, is the only proper method, to suffer dis- 
credit from the causes above mentioned, I here respectfully 
venture to give somewhat minute details of my own expe- 
rience in the introduction and adjustment of pessaries and 
other supports while the patient is in the genu-pectoral po- 
sition. | 

Having previously ascertained, as nearly as possible by 
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examination, the exact character of the displacement and the 
mechanical appliance required, the patient is placed in the 
genu-pectoral position for the introduction and adjustment 
of the support. The operator standing immediately behind 
the patient, — she being covered by clothing or a sheet, — 
introduces the index and middle fingers of the left hand, 
palmar surface upward, into the vagina, so that they rest 
against the fourchette and vagino-rectal septum. The pes- 
sary, previously selected, is held in the right hand ready for 
introduction. If an elastic ring, it will be compressed be- 
tween the fingers into an oblong shape; if any form of 
closed lever, the adjustment of its curves must be consid- 
ered. The fingers in the vagina are now slightly separated 
to allow air to enter ; the womb usually returns at once to 
its normal position, and the vagina is inflated to its full 
extent. The perineum is next forcibly elevated, to enlarge 
the opening of the vulva; and the pessary, held edgewise 
with the proper end and aspect forward, is guided between 
the two fingers of the left hand into the vagina, and pushed 
towards the posterior cu/ de sac. The instrument, now en- 
tirely within the vagina, is turned to its proper or flat posi- 
tion, with its posterior segment or cushion resting upon the 
cervix of the reposited womb and in the posterior cul de sac 
of the vagina, while the anterior segment or cushion lies 
against the inner surface of the pubic wall of the pelvis. 
The instrument is often quite loosely accommodated in 
the distended cavity of the vagina. It is sometimes dis- 
posed to fall from side to side on account of the amplitude 
of the space made by the retirement-of the uterus deyond 
its natural plane. The oblong, or lever kind, is somewhat 
more disposed to this unsteadiness. Elastic ring pessaries 
expand on entering, and are somewhat more fixed. The ad- 
justment is now completed by the operator placing or re- 
taining his two fingers of the left hand upon the pubic or 
anterior segment of the pessary, and holding it against the 
inner face of the pubes, while he directs the patient to rise 
from the genu-pectoral to the erect kneeling posture. The 
‘womb now settles down to its natural position or level, and 
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rests upon the segment or cushion of the pessary lying in 
the posterior cul de sac. The instrument is caught, as it 
were, by the neck of the uterus, and held in its proper po- 
sition. 

It must be borne in mind that the womb, in undergoing 
automatic replacement in the inverted position of the trunk, 
falls or retires to the extreme limit of descent (towards the 
diaphragm) allowed by the vagina and ligaments. Provided 
plastic adhesions or contractions have not shortened these 
moorings of the uterus, it reaches a horizontal plane far 
below that which would represent the natural elevation of the 
organ in the erect posture. This affords room for the easy 
adjustment of the pessary ; and if the selection is judi- 
ciously made, and the instrument properly applied in genu- 
pectoral posture, the patient will be entirely unconscious of — 
its presence, after the adjustment is completed. The patient 
not unfrequently asks if the pessary is not to be applied ? 

The Open Lever.— There is one form of pessary, how- 
ever, which, applied in this position, requires special direc- 
tions peculiar to itself and to no other form of intra-vaginal 
support. I refer here to Hodge’s Open Lever. It is unnec- 
essary now to detain the Society by giving Dr. Hodge’s in- 
genious method of introducing this valuable modification of 
his own instrument in dorsal decubitus. While I, with all 
others, fully recognize the transcendent value of the teach- 
ings of our illustrious countryman, and look upon his inge- 
nious inventions as the basis of all philosophic construction, 


both in devising and in modifying uterine support, the ob- 


ject of this portion of my remarks is humbly to advocate the 
adoption of genu-pectoral position for the introduction of 
his and all other instruments of this class; and to present 
with fairness the disadvantages pertaining to,the horizontal, — 
and other ordinary postures, in their application. 


1 “Let the woman be placed on her back,’’ says Dr. Hodge, “ with 
her limbs flexed and her feet near the edge of the bed; this is the best, — 


and almost the only suitable position for all examinations and opera- 


tions in displacements.” — Diseases Peculiar to Women, including Dis- 
placement of the Uterus. Philadelphia, 1860, p. 339. 
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It will be remembered that Dr. Hodge describes the parts 
of his open lever as “two horns anda bar.” If the instru- 
ment is held concave surface upward, the bar being to- 
wards the holder, the right and left horns can be distin- 
guished. | 

Introduction. — The woman being in the genu-pectoral 
position, introduce the left index and middle fingers, palmar 
surface upward, against the fourchette and recto-vaginal sep- 
tum. Separating them slightly, elevate the perineum. Now 
holding the left horn of the pessary between the thumb and 
forefinger of the other hand, let the bar be upwards, and the 
concave aspect correspond with the right hip of the patient. 
Introduce the right horn into the vulva, carrying it along 
the internal surface of the perineum till the bar rests against 
the fourchette, and the left horn rests upon the anus. Con- 
tinue to revolve the instrument pushing it in, till the entire 
left horn has also entered the vulva. In making this circle 
with the instrument, the right horn may require a little 
guiding, as it may lodge against the right wall of the pelvis. 
Now adjust the pessary so that the bar will be accommo- 
dated in the posterior cul de sac of the vagina and rest upon 
the neck of the uterus, while the convexity of the instru- 
ment looking upward, will correspond with the concavity of 
the sacrum. The ends of each horn will rest against the 
inner face of the pubic wall of the pelvis, the instrument 
being astride the neck of the bladder and course of the 
urethra.! If the instrument selected be not too large, it will 
lie rather loosely in the air-distended vaginal cavity during 
this more than complete reduction of the womb. Like all 
narrow or oblong instruments of suitable size, it might turn 
a little one side or the other, the centre of the bar not re- 
maining exactly upon the back of the cervix. This would 
throw it into an oblique direction, causing one horn to im- 


1 The above is the method I have most frequently employed in ap- 
plying the open lever in genu-pectoral position. It may be varied in 
some respects without impairing the convenience of the process. The 
idea is to rest the bar, concave surface of horns being downward, in 
the posterior cul de sac of the vagina. 
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pinge at the pubic end more strongly than the other; or if 
the instrument has been shortened by considerable curves, 
as some prefer (and I do not) for retroversion, it may fall 
forward, off the end of the cervix, getting below it (iriel is, 
zn front of zt, when the patient rises). 

An important part of the proper adjustment is now to se- 
cure the settling down of the womb upon the posterior bar 
or cushion, or segment (if a ring) of the pessary, in such a 
manner that the cervix, or vaginal portion, shall be w2zthin 
the fenestra, while this bar, cushion, or segment, as: the case 
may be, shall be accommodated behind the body of the 
womb, and support it forwards (in retroversion) as it as; 
cends high up in the posterior cul de sac of the vagina. The 
liability to fall over to one side, or off from the end of the 
cervix just mentioned, is the result of the abundant room 
afforded by this method of complete reduction, —a result, as 
I have attempted to show, compensated for by many impor- 
tant advantages. In itself, it is more than offset by too /it- 
tle room, when the pessary is applied without reduction. 

Though very few could be at a loss to obviate this incon- 
venience, I have already mentioned that I invariably steady 
the instrument in its proper relation to the uterus, by hold- 
ing the pubic end against the pelvic wall, etc. In the case 
of the open lever, the index and middle fingers are slightly 
separated laterally between the two horns, or pressed up 
against each horn, so as to keep the bar steadily and evenly 
in the posterior cul de sac. The last step now, as in all ad- 
justments in this position, is to cause the patient to rise 
from the genu-pectoral to the erect kneeling posture. The 
womb now gravitates back to its natural level ; in doing so, 
some of the air is apt to be heard passing from the cavity of 
the vagina. The bar of the open lever, like the posterior 
segment of the ring, or posterior cushion of the protean 
pessary, is now caught in the posterior cul de sac, as the 
organ settles down lightly and gently upon it, while the pa- 
tient, with scarcely any consciousness of its presence, expe- 
riences benefit and relief proportionate to the adaptability 
of her case to this particular form of mechanical support. 
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In concluding the foregoing brief reference to the advan- 
tages of automatic reduction as an adjunct to the various 
devices of mechanical treatment, it may be added that, as in 
this method the pessaries are never pressed up against the 
dislocated uterus, but gently and painlessly /azd upon it after 
vestitution, perhaps the range of these applications may be 
somewhat extended. Even a certain amount of vaginitis 
and of uterine tenderness do not always necessarily, as I 
have found, deprive the patient of the advantages of that 
elevation and support often so indispensable to the subsi- 
dence of congestion, or to the arrest of contraction-pains 
threatening abortion or miscarriage, or to the quieting of 
obstinate nausea*sometimes threatening dissolution. 

To replace and to sustain a tender’and irritable uterus, 
under some of the above circumstances, by forcibly pressing 
up a pessary against it from below, would be a painful and 
dangerous operation that few would be willing even to con- 
template, however desirable it might be to alter the situation 
from that of the obnoxious gravid malposition. But on the 
other hand, to replace such an ailing womb almost wzthout 
touching it, by simply opening the vulva, or by giving ad- 
mission to air through a glass repositor in the hands of the 
patient, and then to gently lay upon it, in the upturned cul 
de sac of the vagina, a soft and rounded cushion upon which, 
if such be required, it is afterwards to rest, does not seem a 
dangerous, and certainly not a painful procedure. The 
process above described, I have frequently resorted to; af- 
fording relief quite often with, but much more frequently 
without, the introduction of the pessary. 


DISCUSSION. 


Dr. EMMET. — It was in the year 1853 that I saw Dr. Sims for 
the first time, and he was then giving an account of what led him 
to the invention of his speculum. Since that time atmospheric 
pressure has been a very common form of treatment with me, 
and I usually direct the patient to place herself in that position 
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which favors the hetrahia of air into the vagina, and allow her to 
make the necessary dilatation of the external parts herself.’ The 
addition of the glass tube is a great improvement. What I wish 
to speak of more particularly is this : It is probably eight or nine 
years ago” that I was consulted by a woman who had just mis- 
carried, and whose uterus was retroverted. I dared not introduce 
the elevator and attempt to restore the organ to position, because 
there was so much tenderness ; so I placed her in this position, 
and introduced a speculum into the rectum, thinking that by 
means of a sponge probang, the organ could then be gently re- 
placed. As soon, however, as the speculum was introduced and 
the rectum became distended, the uterus was carried from its 
position in the hollow of the sacrum over to the symphysis pubis, 
but remained still retroverted. I then introduced a speculum 
into the vagina, when I saw the neck swing towards the hollow of 
the sacrum as the passage became dilated by atmospheric pres- 
sure, and the body of the uterus was found to be in position with- 
out further assistance. It will be found, however, if the peri- 
neum has been ruptured, and air gets into the vagina first, that 
the air let into the rectum will not then have any effect. So in 
those cases I have the woman hold the labia together with her 


fingers, and then air introduced into the rectum will produce the 


usual effects. 

Dr. Munp£é remarked that, independent of any knowledge of 
Dr. Emmet or Dr. Campbell’s observations, he had replaced a 
uterus in the same manner, by introducing a speculum into the 
vagina, while the patient was on the knees and chest. ‘The case 
was PULMADeR | in the “ Transactions of the New York Obstetrical 
Society.” 

Dr. SmitH, of Philadelphia. — I do not agree with the gentle- 
men as to the great value of this method of temporary replace- 
ment. I am not able to see what advantage it possesses over 
permanent replacement. We all know that a properly constructed 
pessary can be introduced into the vagina so as to replace the 
uterus permanently, and retain it there without renewal, and with- 
out interference. I cannot see why we should ask the woman to 
assume this position and subject herself to a manipulation which, 


*1 See “Prolapsus Uteri: Its Causes and Treatment,” V. V. Med. 
Record, April 15th and May Ist, 1871. 

* Reference to this case given in “Surgery of the Cervix,” etc., dm. 
Fournal of Obstetrics, N. Y., Feb. 1869. 
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as far as my observation extends, is decidedly disagreeable to 
her. 

I have had occasion to take charge of patients who were 
habitually subject to abortion, in one case as often as thirteen 
times in rapid succession, without a single full term being reached. 
In a large proportion of those cases I have found retroversion of 
the uterus, and my experience has led me to adopt as a line of 
practice the early introduction of a pessary, before any symptoms 
have occurred. By the introduction of a pessary we can save the 
patient from having an abortion, and relieve her from the danger 
of retroversion in pregnancy. She can retain that pessary until 
the organ requires no further artificial support to keep it in its 
proper position, without the risk attending a continued Jdallotte- 
ment of the uterus by a daily resort to this knee and elbow posi- 
tion and atmospheric pressure, 

Dr. Munpé said that he had met with cases, where the vagina 
was large, in which the uterus could not be replaced by this 
method alone. He had found that it was then necessary to pull 
upon the neck with a tenaculum, or to push slightly upon the 
fundus, for the purpose of giving it an additional impulse. That 
had so often occurred in his experience as to convince him that 
the method was not so generally efficacious as might be expected. 

Dr. Cuapwick.—I have likewise had one case of retroversion 
at the seventh week of pregnancy, where the fundus could not be 
dislodged from beneath the sacral promontory by digital manip- 
ulation, even in the genu-pectoral position, until air was admitted 
into the vagina. I did not fully appreciate. the mechanism until 
I had read Dr. Campbell’s views as expounded in a previous 
paper. Much reflection has since satisfied me that the relations 
of the organs in the pelvis and abdomen are not generally appre- 
ciated. I refer more especially to the fact that there is, normally, 
no such thing as a peritoneal cavity, properly speaking. Organs 
are projecting from all sides into the abdomino-pelvic cavity. 
carrying with them deflections of the peritoneum. They meet 
and fill the whole space included between the walls of the abdo- 
men and pelvis. ‘There are no cavities between the organs ; the 
fold of peritoneum covering one organ is closely applied to the 
fold investing the adjacent organs. The apposed layers of peri- 
toneum are lubricated by a special secretion of the membrane, so 
that they glide freely over each other. The uterus, for instance, 
is always hugged closely by the bladder, rectum, or by intestinal 

16 
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coils. If its position is to be changed, other organs must move 
away to make room for it, and must fill the space it has left. 
Nothing can enter the abdomino-pelvic cavity except in the cav- 
ities of the contained organs. As the latter are intended to be 
alternately filled and emptied, provision had to be made to meet 
these changing conditions. This may be found in the distensi- 
bility of the abdominal walls. We are all conscious of abdominal 
distention after a hearty dinner, or when the bladder is full of 
urine. Pregnancy is the most notable illustration of this condi- 
tion. When the abdominal cavity is overfull, the diaphragm is 
impeded in its action, being pressed upwards so as to encroach ~ 
upon the thoracic cavity. The perineum is probably forced — 
downwards, but its area is so limited, and its tissues so firm that 
the change escapes our notice. I have always suspected that the 
presence of distensible gases within the intestines was partly for 
the purpose of counteracting the extreme retraction and disten- 
tion of the abdomino-pelvic walls. 

A familiar instance of the discomfort, and perhaps danger, 
that might arise from a simultaneous evacuation of several of the 
internal organs, may be found in one of the sensations experi- 
enced after vomiting. The stomach ordinarily contains quite an 
amount of solids, fluids, or gases ; these are suddenly expelled ; 
and, as the space which they occupied in the abdominal cavity 
cannot be occupied by anything from without, the cavity must be 
proportionately lessened in size by a falling in of the elastic por- 
tions of its walls. Hence comes the sense of retraction in the 
epigastric region, and abdomen generally, which is vulgarly 
termed ‘ goneness.” } 

“An attempt to obtain corroboration of the views here ex- 
pressed is met at the outset by the serious obstacle, that the con- 
dition of the peritoneal cavity is completely altered when it is 
opened post-mortem for examination. A reference, however, to 
the superb plates representing sections of frozen cadavera, pub- 
lished by Braune, shows in every instance the correctness of my 
conclusions. In Braune’s plates, as well as in the numerous illus- 
trations taken by him from the works of Le Gendre and Pirogoff, 
no spaces are represented in the peritoneal cavity between the 
uterus, bladder, intestines, etc., and the walls that enclose them. 
In several of the descriptions it is expressly stated that no such 
spaces existed.” } aoe 

1 “The Injection of Fluids through the Abdominal Walls into the 
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The fact that the abdomino-pelvic cavity is closed has also a 
very important bearing upon the support of the uterus and other 
pelvic organs, and especially of the perineum, upon which they 
in great measure rest. If, when a person was erect, air were to 
be admitted into the abdominal cavity, the perineum, and with it 
the pelvic organs, would, I believe, sink very considerably. The 
atmospheric support of the organs being gone, the ligaments and 
other supports would hardly suffice to stand the strain to which 
they would be subjected. 

I am at the present time taking measurements of the curve of 
the abdomen, in the recumbent and erect posture. I expect, by a 
comparison of a large number of such observations, to show that, 
not only is the tendency of the perineum to sink under the pres- 
sure, which it is called upon to support in the erect posture, re- 
sisted by the atmospheric pressure, but that the perineum is actu- 
ally elevated by the suction consequent upon the bulging and 
sinking of the heavy abdominal walls. If my suspicions are 
verified, a pendulous abdomen will be, to a certain extent, a pre- 
ventive of uterine prolapse, and must be recognized as one of the 
chief safeguards of womankind against such mishaps. 

Dr. PEASLEE. — There is one point mentioned by Dr. Chad- 
wick which is of importance in this connection. If the peritoneal 
cavity be a closed cavity, it is always full. Suppose, then, that 
you place a woman in the knee and breast position, and let air 
into the vagina, and suppose that the uterus is replaced by it, 
how is it done? It is done simply by pushing the uterus up, and 
displacing a certain portion of the contents of that closed cavity. 
But let the woman stand again, and the uterus falls back as 
before, unless it is kept up by some instrument, because the walls 
of the cavity and its contents come back into the same position 
as before. 

I cannot understand how, for instance, when a uterus is flexed 
in the third degree, air let into the vagina sufficient to distend 
its entire cavity, can act upon the fundus uteri simply, and lift 
it up, and leave the cervix in place. I can understand how the 
entire uterus would be lifted up, but I cannot understand how 
the air can act upon the fundus alone, and straighten the organ. 
A pessary or the finger can do this, and carry it up until it be- 
comes straight, though I do not believe that it will go farther. 


Large Intestine by means of the Trocar.” By J. R. Chadwick. Am. 
Fournal of Obstetrics, vol. viii., p. 399, Nov. 1875. 
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Dr. Witson. — I am satisfied that by placing a woman in the 
position mentioned by Dr. Campbell, the displaced uterus will be 
restored in many instances, but in many instances it will fail to 
be. 

I should object to its use did it always succeed, particularly in 
cases of pregnancy. As Dr. Smith has said, I should object to 
having a recently impregnated uterus tilted over in the morning: 
and tilted back at night. In most cases I succeed readily in re- 
ducing retroversion by means of the finger. In cases where the 
uterus is bound down, the placing of the patient in the position 
Dr. Campbell describes will not reduce the retroversion, and it 
will be improper to use any great amount of force of any kind to 
reduce it. When a recently impregnated uterus is retroverted, it 
should be gently raised up out of its position, and never be al- 
lowed to go back into the false position, and that is to be accom- 
plished by a pessary. 

Dr. CAMPBELL. — Dr, Emmet offered the corroboration of his 
experience and judgment upon this plan of treatment, even before 
the time of my publishing anything upon the subject. His men- 
tion of Dr. Sims would have received the same acknowledgment 
by me had time permitted. 

With regard to Dr. Smith’s remarks, I am fully in accord with 
him. I do not offer this plan to take the place of the pessary. 
I always carry them in my pocket. But when a woman is suffer- 
ing from displacement, is it not well to have some method of re- 
placement without calling in a physician? I offer this plan 
truly for temporary use, but I really think it does in many cases, 
at the end of four months, take the place of the pessary. 

With regard to Dr. Mundé’s remarks, I distinctly stated in my 
pamphlet published some time ago that impactions and adhesions 
are exceptions to the applicability of this method of uterine re- 
placement. Perhaps it may overcome impaction in some cases 
after a time. I simply expect from it replacement, but not a 
support of the organ in place. It takes the place of all means 
for replacing the organ by such instruments as repositors. 

With regard to Dr. Peaslee’s remarks, I hold that this plan 
does not replace the organ by the pressure made by the air upon 
any particular part, but it loosens visceral impaction about the 
body and fundus, and the moment that is removed, the uterus, by 
its own weight, will ride into its proper position; not into ante- 
version, but into nearly its normal position. There are cases in 
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which it is improper, if not impossible, to apply a pessary ; by 
this plan the uterus can then be brought up to the “health line” 
of Dr. Emmet. ‘The method is not brought forward to take the 
place of the pessary in cases where the instrument can be judic- 
iously used. For the virgin the glass tube is offered instead of 
the pessary. If the organ can be replaced every night, and re- 
main in the natural position nearly all night, the venous obstruc- 
tion is relieved for just so many hours, and in that manner the 
patients are benefited. 

With regard to the remarks of Dr. Wilson, he states that he 
can replace a retroverted womb by using the finger. In the 
ordinary position we can push up the displaced organ with the 
finger, but it will return. But place the patient in this posture, 
and if the womb returns after it is replaced, it does no more than 
when replaced by the finger, and in this position it can be raised 
farther than can be done by means of the finger. 
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HYDRATE OF CHLORAL IN OBSTETRIC PRACTICE. 


BY WILLIAM L. RICHARDSON, M. D., 


Boston, Mass. 


In 1832 Baron Liebig discovered a substance to which 
he gave the name of chloral. It was an oily, pungent fluid, 
which readily underwent decomposition. On combining 
with water it formed a crystalline. hydrate, which could 
easily be kept from undergoing any further chemical change. 
Beyond the addition of a new substance to the long list of 
chemical compounds, no practical results followed the dis- 
covery, until Professor Liebreich, in a paper read before the 
Medical Society of Berlin, June 2, 1869, called the attention 
of the medical profession to the great therapeutic value of 
hydrate of chloral as a hypnotic and anesthetic agent. Un- 
questionably the German professor overestimated its value, 
as is usually the case in the early experiments with all 
newly discovered therapeutic agents ; but more recent in- 
vestigations have shown that chloral is among the’ most val- 
uable additions which have of late years been made to the 
list of pharmaceutic preparations now extensively used by 
the profession. 

The announcement of Professor Liebreich was received 
with the skepticism which too often awaits any new discov- 
ery ; but the British Association for the Advancement of 
Science took up the subject, and requested Dr. B. W. Rich- 
ardson, of London, to experiment with the new drug; and 
his report, while not fully coinciding with the views of Lieb- 
reich, yet showed that chloral was a drug well deserving the 
attention which it was receiving at the hands of the medical 
profession. | 

Since that time chloral has come into general favor, and 
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is now very extensively used for the relief of many symp- 
toms and in the treatment of many diseases, where, formerly, 
opiates and bromide of potassium were prescribed. In ob- 
stetric practice the use of chloral possesses great advan- 
tages over opiates, being followed by none of the unpleasant 

symptoms so frequently observed after the administration of: 
the latter. In small doses its action is soporific, while in 
larger quantities, or given more frequently, it acts to a cer- 
tain degree as an anesthetic, although its value as a substi- 
tute for chloroform or ether has been greatly overestimated. 
During the past two years I have had frequent occasion to 
test its value in the practice of obstetrics, and have rarely 
been disappointed in the results obtained. A few cases will, 
perhaps, best illustrate the class of symptoms for the relief 
of which it is especially adapted. For the modus operand, 
by which the results produced by chloral are brought about, 
I would refer to the recorded experiments of numerous phys- 
iologists who have from time to time written upon the sub- 
ject. 

Nausea and Vomiting. — How to relieve the distressing 
nausea and vomiting which occasionally accompany the ear- 
lier months of pregnancy, is oftentimes one of the most dif- 
ficult tasks which a physician is called upon to accomplish. 
Various remedies have been recommended which occasion- 
ally succeed, but not unfrequently fail of affording the de- 
sired relief. The use of chloral in such cases was suggested 
to me by reading the report! of four cases of excessive vom- 
iting occurring during pregnancy which were immediately 
relieved, under the care of Dr. D. B. Simmons (Yokohama), 
by the injection per rectum of thirty grains of chloral morn- 
ing and evening. I venture to report briefly the following 
cases, in the hope that others may be induced to add chlo- 
ral to the long list of drugs which occasionally afford relief 
to patients suffering from this most distressing symptom. 
Although chloral has proved successful in a number of cases 
in which I have tried it, I have, however, twice failed in ob- 
taining, under apparently similar circumstances, any benefit 
whatever from its use. 


1 London Medical Record, June 1, 1874. 
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CasE I.— F. F., aged 28. Three and a half months preg- 
nant with her second child. The nausea and vomiting were 
so excessive, that for the last three weeks before I saw her 
(May 16, 1875), she was scarcely able to retain any food 
whatever. Dilute hydrocyanic acid, creasote, and oxalate of 
cerium having successively failed, twenty grains of chloral 
were ordered to be taken three times a day, a quarter of an 
hour before eating. Thirty-six hours later she was able to 
retain her breakfast, although complaining of a slight nausea 
during the day. With one exception, and that when the 
chloral was accidentally omitted, no further vomiting oc- 
curred, until at the end of ten days, when the chloral was 
omitted altogether, and the vomiting returned the following 
day. The chloral was again ordered, with immediate and 
complete relief. 

CasE II. — G. W., aged 31, came to see me December 28, 
1875, when two months pregnant with her fourth child. In 
all her previous pregnancies she had suffered for several 
weeks with a nausea and vomiting, which were not limited 
to the earlier hours of the day. She was ordered to take fif- 
teen grains of chloral a quarter of an hour before each meal, 
and to take a light breakfast of toast and coffee in bed be- 
fore rising. Three weeks later she reported that the relief 
experienced had been almost immediate. 

Case III.—F. B., aged 22, consulted me October 17, 
1875, when about two months pregnant with her first child. 
The nausea and vomiting were very distressing, and already 
productive of a very marked effect on the patient’s general 
condition. Very little nourishment of any sort was retained. 
Chloral was ordered as in the previous case, but each time 
the medicine was taken it was at once vomited. Thirty 
grains were then given by the rectum morning and evening, 
and the relief experienced by the patient was very marked. 
After the third day the medicine was given by the mouth in 
twenty grain doses before each meal. | 

After-pains. — The pains which accompany the post-par- 
tum contractions of the uterus are oftentimes so severe and 
protracted as to be a source of almost as much dread to the 
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patient as the true pains of labor. There can be no ques- 
tion that, if proper care be shown in securing an immediate 
contraction of the uterus after the expulsion of the placenta, 
it will be rarely necessary to use any medical treatment sub- 
sequently for the alleviation of after-pains. The adminis- 
tration of a drachm of the fluid extract of ergot, as soon as 
the third stage of labor is completed, will often alone suffice 
to prevent the occurrence of after-pains severe enough to 
call for any medical interference. Occasionally, however, es- 
pecially in cases where a patient has had a number of chil- 
dren, or where the labor has been very short, some anodyne 
will be required. In such cases chloral will be found to be 
far superior to any preparation of opium, producing at once 
freedom from suffering and a natural sleep, from which the 
patient awakes refreshed, and with none of the headache or 
other unpleasant symptoms which so frequently follow the 
use of opium. 

Case IV.—S. S., aged 38, was delivered of her sixth 
child at the Boston Lying-in Hospital, October 25th. The 
labor was normal. After preceding labors she had suffered 
severely and for a long time from after-pains. Eight hours 
after delivery the pains became very strong and fifteen 
grains of chloral were given, the dose being repeated in 
three quarters of an hour. Relief was shortly obtained, and 
the patient was not again troubled for six or eight hours, 
when, the pains becoming again severe, a single dose of fif- 
teen grains was sufficient to give her a comfortable night. 
The next morning, the pains again returning, two doses of 
fifteen grains each, given with an interval of half an hour, 
soon put an end to the patient’s suffering, and there was no 
further return of the after-pains. 

CasE V.— K. P., aged 31, was confined with her fourth 
child December 17th. After her second and third child 
were born she had suffered severely for nearly forty-eight 
hours from after-pains, which now became very severe about 
eight hours after her fourth child was born. With the view 
of aiding the uterine contractions, and at the same time of 
relieving the pains, the following prescription was ordered: 
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“PR Extracti fluidi ergotze 31j.; Hydratis chlorali 3j.; Aquz 
menthz piperitee ad 3j. M. Sig. two teaspoonfuls every hour, — 
if necessary.” The relief experienced was so great that the 
second dose was not taken until the evening following, when 
the medicine was repeated, as there were some symptoms of . 
returning pains. 

As an Anesthetic during Labor. — Although I have used 
chloral in a number of cases with a view of testing its anes- 
thetic properties, I confess I have never seen it act so effec- 
tually as to warrant the belief that it will ever take the place 
of ether or chloroform as an anesthetic. Its effects, how- 
ever, are striking, and, to a certain degree, very satisfactory. 
It seems especially adapted to that large class of cases in 
which the pains may be described as “nagging.” They 
occur at very short intervals, last but a moment, and are 
very severe. Very little progress is apparently made in the 
dilatation of the os, but the patient becomes restless, fa- 
tigued, and nervous. In such cases the administration of 
chloral is followed by the happiest results. The intervals 
between the pains are lengthened, while the pains them- 
selves last longer, and are much stronger and more effectual, 
although at the same time the patient may describe the 
character of the pains as being much less severe. Not in- 
frequently she will doze in the intervals, and at the termi- 


nation of the labor she will be much less exhausted than if — 


nature had been left to take her own course. 

Case VI. A. C., aged 24, primipara. Labor began about 
four o'clock in the afternoon of January 11th. The mem- 
branes ruptured about ten o'clock in the evening. The 
pains were then occurring every two or three minutes, last- 
ing, however, but a short time, and were very severe. The 
os was about one third dilated. An hour later, the pains 
continuing the same, the patient began to be very nervous 
and impatient. Twenty grains of chloral were given at 11.25 
followed at 11.45 by fifteen more. A few moments after 
the second dose was given the whole character of the pains 
altered. They occurred at regular intervals of seven or 
eight minutes and were much more lasting than before the 
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chloral was given. The patient became quiet and very 
_ drowsy, crying out occasionally during a pain, but usually 
showing the presence of a pain only by a groan. The dila- 
tation of the os went on very rapidly, and the child was born 
at twenty minutes past four. 

As regards its anesthetic properties, I have frequently 
seen the best results follow its administration. The patient 
is not, it is true, rendered insensible to the pains, but she 
feels them much less severely than without the chloral. 
Their intensity is greatly diminished, and the patient be- 
comes drowsy and not unfrequently sleeps between each 
pain. At the close of the labor she is not as exhausted as 
is usually the case even after an ordinary labor. The dose 
required varies with the severity of the labor. Fifteen grains 
repeated at intervals of twenty minutes, as recommended by 
Dr. Playfair, until three doses have been given, will usually 
be sufficient for the purpose in view; frequently, however, it 
will not be necessary to give the third dose. On the other 
hand, it will often be found necessary to give an additional 
dose of twenty grains, three or four hours after the third 
dose has been given. 

Case VII. A. D., aged 31, primipara, entered the Boston 
Lying-in Hospital in August, 1876, to await her confine- 
ment. Labor began August 23d at two o'clock in the morn- 
ing. At 7/10 the os was dilated about two thirds. The 
pains, almost uninterrupted, were very severe. At 7.20 the 
first dose of chloral (gr. xv.) was given. In a few minutes 
the pains became shorter, the intervals longer, and the re- 
lief to the patient was very marked. She sat up in bed and 
expressed herself as more comfortable. At 7.40 the second 
dose was given and at 8 o'clock the third. The pains were 
decidedly stronger and occurred with well marked intervals. 
The patient suffered but little. Between each pain she 
slept, and frequently the presence of a pain was manifested 
only by a groanand a restless movement of the body. There 
was, however, no advance of the presenting part. At noon, 
as the patient seemed to be again suffering from the pains, a 
fourth dose of the chloral was given. Almost immediate relief 
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followed and she again dozed in the intervals between the 
pains. When asked questions she would talk at random, as 
if partially under the influence of ether. The head, how- 
ever, made but slow progress, and she was finally delivered 
with forceps about five o’clock the next morning. The con- 
valescence was normal. 

Case VIII. A. V., aged 19, primipara, entered the Bos- 
ton Lying-in Hospital in labor in the evening of August 
26th, 1876. An examination showed the os to be about a 
fourth dilated. The pains were feeble until about midnight, 
when they became frequent and severe. They were, how- 
ever, of short duration and productive of but little effect. At 
12.40 the first dose of choral (gr. xv.) was given. The pains 
became at once less frequent but more powerful and effec- 
tive. At one o'clock the second dose was given, followed by 
the third at 1.20, The patient was drowsy and complained 
but little of the pains, sleeping apparently during the inter- 
vals. At 2.45 the membranes were ruptured and at 3.10 
the child was born. 

Case IX. G.M.,aged 23, primipara. Labor began about 
midnight, May 16th, 1876. At my first visit (6.30) the os 
was about one fourth dilated and presented to the touch the 
feel of a thin unyielding ring. The pains occurred every 
six or eight minutes and were severe. At eight o’clock and 
again at ten no advance was found to have been made in 
the dilatation of the os, which still felt thin and unyielding. 
The pains were more frequent and severe. The patient was 
becoming very tired and nervous. At 10.15 chloral (gr. xv.) 
was given, and repeated at 10.35 and 11 o'clock. The pa- 
tient became drowsy and slept much of the time, although 
_ moaning and occasionally crying out during a pain. At 11.30 
the rigid feel of the os had disappeared and the dilatation 
was two thirds completed. At one o’clock the membranes 
ruptured and the child was born, shortly after two o'clock. 

Puerperal Mania. I have never had an opportunity to 
use chloral in attacks of puerperal mania, but, according to 
Dr. Fordyce Barker and others, its value in these cases is 
very great, the administration of from fifteen to twenty 
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grains every two hours producing a quiet refreshing sleep, 
which is not followed by any cerebral excitement or by any 
of the unpleasant secondary effects which are so frequently 
seen after the use of opiates. In cases where it could not 
be given by the mouth, an enema containing thirty grains, 
and repeated every third hour, will usually be successful in 
producing the much needed sleep. 

Puerperal Convulsions. Many cases have been reported 
in the journals in which the value of chloral in the treat- 
ment of puerperal convulsions has been recorded. M. Bour- 
don has used it with success in the treatment of such cases 
in La Charité,‘ and Playfair strongly advises its use, espe- 
cially in combination with the bromide of potassium. The 
fact that it can be given at regular intervals, and does not 
require the constant watching which the use of ether neces- 
sitates, renders it a valuable addition to our list of drugs, 
provided that its effect in controlling the convulsions be 
found, after careful observation of a large number of cases, 
to be equal to that which we know is produced by the ad- 
ministration of ether or chloroform. 

Case X. S. P., aged 27, primipara. Labor began early in 
the afternoon of June 3. Six hours later, the os being 
about two thirds dilated, the patient was seized with a con- 
vulsion. I first saw the patient half an hour later, as she 
was coming out of the second attack. The urine was highly 
albuminous, and a subsequent examination showed a num- 
ber of granular casts. Fifteen minutes later she had a third 
convulsion. Thirty grains each of bromide of potassium 
and hydrate of chloral were given. Half an hour later she 
had a fourth attack, which was, however, much less severe 
than before. The os being dilated, she was immediately 
etherized, and the membranes having been ruptured, she 
was delivered with forceps. The bromide and the chloral 
were repeated, and the patient soon fell asleep, and slept 
quietly for over six hours, There was no further return of 
the convulsions, and the patient made a good recovery. 

In cases where it cannot be given by the mouth, it has 

1 Gazette des Hopitaux, Feb. 22, 1873. 
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been used with favorable results! in the form of an enema, 
the dose being about thirty grains, repeated in an hour if 
necessary. It has also been used subcutaneously, as recom- 
mended by Rabl-Keickhard ; but, when so used, it is apt to 
produce troublesome and painful abscesses. _ 

Insomnia. — After tedious or exhausting labors the pa- 
tient is frequently very wakeful,,and in such cases the use 
of chloral, in thirty grain doses, will be followed by the 
greatest possible benefit. A quiet, refreshing sleep can be — 
at once produced, from which the patient awakes completely 
rested. One dose will usually be sufficient, but the chloral 
should be repeated in half an hour, if necessary. 

In cases of insomnia, in which an attack of puerperal 
mania is unquestionably threatening, Dr. Madden has found ? 
that the patient, who had had no sleep for three nights, and 
who was talking wildly and showing a marked aversion to 
her child, fell into a quiet sleep, from which she awoke with 
her mental condition perfectly restored, after the administra- 
tion of twenty grains only of the hydrate of chloral. 

It would seem, therefore, from the above cases, and others 
similar in many respects to them, in which I have used this 
remedy, that in chloral we have a valuable agent, which will 
render good service in the treatment of many of those de- 
viations from a normal labor which an obstetrician is con- 
stantly called upon to treat. -As a substitute for opiates, as 
a powerful, although not perfectly satisfactory anesthetic 
agent, and as a valuable remedy for the relief of those affec- 
tions of the nervous system which so frequently occur in 
obstetric practice, it seems fairly to deserve to be more 
widely known among the medical profession than it is at 
present. ; 


1 Berliner Klinische Wochenschrift, i. 1870. 
* Dublin Quarterly Fournal, May, 1870. 
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LABOR COMPLICATED WITH UTERINE FIBROIDS 
AND PLACENTA PREVIA. 


BY JAMES R. CHADWICK, M. D., 


Boston. 


I. Mrs. M. M. came to me on May 12, 1875. She was 42 
years of age, had been a widow for two years; having pre- 
viously lived in wedlock for thirteen years. She had never 
had a child or miscarriage. Menstruation had begun at the 
age of seventeen years, and had been regular until the last 
six months, during which period it had recurred but twice, 
the last time only two weeks before. These irregularities 
were naturally attributed to the climacteric change. 

Her abdomen had been enlarging slowly for five or six 
years, a tumor having been diagnosticated five years pre- 
viously. Menstruation had been excessive, and metrorrha- 
gize frequent. The growth had been more marked during 
the last few months, when her health had begun to fail. 
Very little urine was passed ; micturition, formerly painful, 
was not so at time of visit. The girth at the navel was 
thirty-four and one fourth inches, and midway between the 
navel and the pubes was thirty-five and three fourths inches, 

Palpation showed that the abdomen was the seat of a 
large tumor rising from the pelvis, and having the following 
salient features: On the right side was a very large, hard 
mass, rounded above, where it was almost in contact with 
the liver. A small, very hard, rounded tumor formed a dis- 
tinct protuberance just above the navel. The epigastric 
region was occupied by a solid body connected with the 
main tumor, but only reached on deep pressure, being par- 
tially covered by intestinal convolutions. To the left of the 
navel were several small nodules, vaguely made out on deep 
pressure, 
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The vagina was unduly moist, and its roof less yielding 
than usual. The cervix was in the hollow of the sacrum, 
and was rather soft. No tumor could be reached per va- 
ginam, or definite impulse be transmitted by the hand on 
the abdomen, owing, as I assumed, to the fact that the group 
of tumors rested on the brim of the pelvis. 

The diagnosis of uterine fibroids seemed unequivocal. 

I told the patient to call again in a week, when I would 
begin treatment by the subcutaneous injection of ergotin. 

On May 17th I had the syringe charged, and was about 
to inject its contents beneath the skin, when something led 
me to examine the abdomen again with care. My curiosity 
was at once excited by discovering that flatness extended 
over the greater part of the left side of the abdomen, al- 
though nothing could be felt except the small nodules al- 


ready mentioned. These, however, were not immediately in’ 


contact with the abdominal walls, but were only reached by 
deep pressure in the direction of the pelvic cavity. Fluid 
alone could interpose between the abdominal walls and the 
nodules, and produce flatness, yet at the same time be so 
readily displaced as not to be perceptible to the touch. As- 
citic fluid was soon excluded from consideration by the im- 
mobility of the flat area on change of the patient’s posture. 
A fibro-cyst seemed very unlikely from the relations of the 
tumors ; pregnancy flashed into my mind as the only condi- 
tion that would explain the phenomenon satisfactorily, and 
this suspicion the stethoscope confirmed by the discovery of 
the fetal heart-sounds two inches below the umbilicus. It 
is needless to add that the nodules in the left side were the 
feet. The child lay transversely with the back towards the 
pubes, and the head in the right side below the tumor in 
the right hypochondriac region. 7 

The peculiar doughy resistance around the cervix, the im- 
possibility of bringing any part of the child within reach of 
the fingers in the vagina, together with the history of a 
hemorrhage within two weeks, caused me to suspect the 
presence of a placenta previa as a further complication. 

Fresh questioning elicited the facts that coitus had taken 
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place but three times since the husband’s death, all having 
occurred in November ; that the increase of the abdomen 
in size had been more marked since that time; that there 
had been much nausea, frequent micturition, and general 
malaise ; and that the menses, so called, had recurred but 
twice during the period, being then abnormal in character. 
Sterility during thirteen years of married life, and the belief 
that her age—forty-two years —fully accounted for the 
derangement of menstruation, had prevented any suspicion 
of the real fact having entered the mind of the patient. On 
learning the truth, she fell into a state of utter despondency, 
which persisted to the end, and exercised a very appreciable 
influence in determining the result. 

Mrs. M. passed to the full term of pregnancy without 
other untoward events than several smart hemorrhages, re- 
quiring only repose in bed for their arrest. 

On August 13th the uterus began to contract feebly, but 
with some regularity. Hemorrhage set in, and soon as- 
sumed alarming proportions ; it was checked by plugging 
the vagina with a Barnes’ dilator. 

Examination twenty-four hours subsequently revealed the 
fact that, despite the regular recurrence of the pains in the 
Interim, the os barely admitted one finger. The pains had 
not increased in severity or assumed at all the force of true 
labor-pains ; yet the woman was beginning to show signs of 
exhaustion owing to them, and to the steady oozing of blood. 

Realizing that the uterine walls were distended unduly 
and irregularly by the tumors, and that perhaps fibroid tis- 
sues were extensively substituted for muscular, I concluded 
that the uterine contractions were not likely to become more 
efficient, and that delivery would have to be effected artifi- 
cially. 

After consultation with Drs. A. D. Sinclair and E. G. Cut- 
ler, of Boston, ether was administered, and the cervix grad- 
ually dilated by digital pressure and manipulation. The 
placenta was previa, but luckily only its border covered the 
os ; this segment was readily peeled off and brought down 

17 
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into the cervix. The hemorrhage was but slight, and soon 
ceased. 

The placenta was now found to have its seat immediately 
over a large fibroid in the posterior uterine wall, that de- 
scended to the internal os, and proved a serious obstacle to 
the insertion of the hand. This was, however, at last ef- 
fected, the feet seized and dragged down. The greatest 
traction that I dared apply only brought the knees to the 
vulva. With the exercise of great care, yet considerable 
force, I insinuated a hand along the curve of the sacrum, be- 
tween the abdomen of the child and the fibroid tumor ; with 
great difficulty grasped one arm after another, and brought 
them into the vagina, fracturing the right clavicle during 
the process. By continuous forcible traction the shoulders 
were finally delivered, though the head evidently remained 
above the brim of the pelvis. 

Again and again I tugged upon the body, while Dr. Sin- 
clair pressed the head down from above the pubes. At 
length it descended suddenly into the pelvis and was at once 
delivered. 

The child was asphyxiated but revived after fifteen min- 
utes, during which artificial respiration was kept up. It 
weighed about ten pounds. 

The placenta not coming away, and there being no expul- 
sive efforts of the uterus, the former was removed in a some- 
what torn condition by the hand. In order to make sure 
that no portion had been left, I introduced my hand into 
the vagina, and to my dismay felt it pass into the peritoneal. 
cavity outside of the uterus. Above the fundus of the 
uterus could be felt the intestines, but they showed no ten- 
dency to descend into the pelvis. A careful examination of 
the rent by Dr. Sinclair and myself, made evident that it was 
a transverse tear of the vagina, three or more inches in 
length, situated just below the insertion of the vagina into 
the posterior lip of the uterus. Just above this lip, it will 
be remembered, was the large fibroid which had obstructed 
delivery. : 

There seemed to be no hemorrhage, so the ether was re- 
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moved, the woman turned upon her back, and a tight band- 
age applied, by which means it was hoped that the edges of 
the wound would be kept in apposition, owing to the pressure 
of the uterus. 

It is useless to give the subsequent history in detail. The 
first day was passed in perfect comfort ; on the second, symp- 
toms of peritonitis began to appear. On the third day the 
abdominal distention was so great as to require puncture of 
the intestines to allow the escape of flatus. Through the 
same trocar I essayed the injection of nutrient and stimu- 
lant fluids into the intestinal canal. The feasibility and ob- 
jects of this procedure were fully set forth in a paper which 
I read before the New York Obstetrical Society on Novem- 
ber 2d, 1875.1 On the fourth day septicemia and delirium 
set in, terminating fatally on the fifth day. 

No autopsy could be obtained. 

Several points in this case seem to merit consideration. 

I will not dwell upon the very misleading character of the 
history as elucidated at the first visit, but I wish to empha- 
size the importance of having perfect accordance between 
the signs obtained by the different methods of examination, 
—in this instance, by palpation and percussion. By a neglect 
to recognize the discrepancy between the testimony derived 
from these two sources, I failed to make a correct diagnosis 
at my first examination, though I repaired the omission at 
the second visit. This point is further illustrated by a case 
of pregnancy complicated with one fibroid tumor which I 
saw over a year ago. 


Mrs. F. M., 33 years of age, had been married fifteen years 
without having had children or miscarriages. Menstruation had 
always been regular until seven months previously ; since then it 
had not been seen. 

Five months before, she had consulted one of the most eminent 
and trustworthy physicians of Boston, whose notes describe the 
cervix as “ hard, red, and granular,” almost exciting a fear of com- 
mencing cancer. Nothing else abnormal was recognized. 

Three months later he records another examination as follows: © 


1 American Fournal of Obstetrics, vol. viii. No. 3, Nov. 1875. 
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“cervix soft, os patulous ; several large distinct tumors in the ab- 
domen, forming a mass four or five inches in diameter, and lying 
between the umbilicus and pubes ; one tumor was more promi- 
nent than the others. Other indistinct tumors in rightiliac region. 
Duliness on percussion extends beyond the distinct tumors.” An un- 
favorable prognosis was given, which was concurred in a month 
later by one of our most prominent ovariotomists. She had not 
been examined since that time until, chancing to be making a 
professional visit in Holbrook, Mass., I was requested to see her 
in consultation with Dr. Kingsbury of that town. It required no 
great acumen on our part to recognize at that advanced stage, the 
existence of pregnancy at about the end of the seventh month, 
complicated by a fibroid tumor larger than a man’s fist, in the an- 
terior uterine wall. 

The patient was delivered safely by Dr. Kingsbury two months 
after ; at the end of another two months I was unable to find any 
trace of the fibroid. 

I believe that the suggestion conveyed in the phrase which I 
have italicized, would, if followed up, have given a clue to the 
true condition, although it was too early to hope for decisive signs 
at that time. 


To return to the first case, I was led to attribute the boggy 
resistance felt per vaginam to the placenta, because to the 
feel the mass was so much softer than were the other fibroid 
tumors. Yet, this is a peculiarity that I have often noticed 
in fibroids that had their site so low down in the posterior 
uterine wall, that they have rested on the floor of the pelvis. 
I once plunged a trocar into one, expecting to tap a cyst, so 
marked was the sensation of fluctuation. It seems as though 
this characteristic, if correct, may be attributable to the 
greater vascularity of the tumor when in this locality. 
When pregnancy supervenes, especially if the placenta, as 
here, be attached over the surface of the tumor, this pecul- 
larity would undoubtedly be more marked. 

This attachment of the placenta over the tumor very nat- 
urally enhances the danger of post-partum hemorrhage, that 
always attends a delivery complicated by the presence of 
uterine fibroids. Many of the large vessels, that supply the 
placenta, presumably traverse the tumor, and are conse- 


: 
‘- 
‘ 
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quently not in a position to be so fully constricted as when 
they run between interlacing bundles of muscular fibres that 
participate in the contractile action of the uterus. I cannot 
but think that my patient’s escape from this danger was due 
less to the uterine contractions than to the closure of the 
mouths of the vessels by the falling in of the other fibroids 
in the anterior wall of the uterus. It is not impossible, too, 
that many of the arteries supplying the uterus were torn 
across when the vagina was ruptured, hemorrhage into the 
vagina or peritoneal cavity being prevented by the pressure 
of the heavy uterus. 

I have been able to collect only seven additional instances 
of labor complicated with uterine fibroids and placenta pre- 
via. I give them in abstract. 


II. CasE or ASHWELL.—Version.. Death of Mother in a Few 
ffours from Exhaustion. — January 8, 1832. Mrs. 5544 
years of age, had not seen the catamenia since July. She had 
had a child eight years before. In September there had been 
two gushes of blood from the vagina, and a month later great 
pain in the lower part of the abdomen. A hard, round, movable 
tumor could be felt in the right groin. In November the os uteri 
was patulous, while the texture of the cervix and adjacent parts 
was unusually soft. A tumor distinct from that in the right could 
be felt in the left groin ; they were both supposed to be morbid 
growths. 

When first seen by Dr. Ashwell, a tumor, oval in shape, of un- 
even surface, and wanting the firm feel of a healthy, impregnated 
uterus, was discovered occupying the abdominal cavity, from the 
pubes to above the umbilicus ; its size corresponded to the sixth 
month of pregnancy. ‘The resistance in the left groin was firm, 
and tolerably defined in outline. Neither the head nor the feet 
of a child could be recognized. 

A doubtful diagnosis of pregnancy, complicated with tumors, 
_was given. | 

Frequent hemorrhages from the vagina during the next two 
months were attributed to placenta previa, or softening of the 
tumors. 

On March 4th there was severe hemorrhage and pain. The 
placenta could be seen covering the patulous os. 
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When the patient was in a state of prolapse, after twelve hours 
of hemorrhage, the hand was passed through the membranes into 
the uterine cavity, partially detaching the placenta. As the 
waters had not escaped, version was easy, and an eight months’ 
child speedily delivered. 

Although not over half a pint of blood was lost during the 
labor, death ensued in a few hours. 

Autopsy. — The uterus was imperfectly contracted ; in its walls 
were two nodules of schirrous character, the size of oranges ; 
they were of pale, yellowish-green color, distinctly softening and 
breaking down. The lining membrane of the uterus was of a 
dark pulpy consistence.! 

III. Case or Payot. — Version. Death from Hemorrhage. — 
A multipara, in the ninth month of pregnancy, had a sudden 
hemorrhage without cause, which lasted for eight days, when 
labor supervened. The os was dilated to the size of a dollar. 
No part of the fetus could be felt, owing to the central attach- 
ment of the placenta over the internal os. As the hemorrhage 
persisted, the hand was introduced for the purpose of detaching 
the placenta ; this could not be effected, for the passage of the 
hand was obstructed by the pubic arch in front, and behind by a 
voluminous mass that formed part of the uterus. 

The placenta was then perforated, the waters evacuated, and 
the child extracted by pelvic version. 

Fresh hemorrhage ensued, with fatal result. 

At the autopsy a fibrous body, twice as large as an egg, was 
found to have developed low down in the posterior wall of the 
uterus. It projected into the uterine cavity, where it was only 
covered with mucous membrane. Quite an amount of muscular 
tissue intervened between it and the peritoneum.? 

IV. CasE OF WEBER. — Miscarriage at Fourth Month. Pla- 
centa removed. Recovery. — ‘The patient was brought into the mid- 
wifery ward flowing profusely. This condition had been present 
for eight days, though the bleeding had been arrested for a time 
by plugging the vagina. Her size corresponded to the eighth 
month of pregnancy. Vaginal examination revealed a hard, im- 
movable ball in the anterior cul-de-sac. The finger in the os 
encountered a soft, sponge-like, vascular body, readily recognized 
as the placenta. To the right was felt the hard, round body, which 
| 1 Guy’s Hospital Reports, ist ser., i., p. 300, 1836. 

2 Gaz. des Hopitaux, 1862, 16. 
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was unmistakably one segment of a fibroid tumor, which could be 
traced bimanually to the epigastric region. The placenta was at 
once detached and removed; its size indicated that it belonged 
to the early part of the fourth month of pregnancy. The fetus 
had been previously expelled. The left segment of the uterine 
wall, to which the placenta was attached, immediately contracted 
so as to hug the fibroid tightly. There was no more hemorrhage. 

Subsequent examination showed that the uterus was every- 
where of woody hardness, and suggested that a careful examina- 
tion prior to the delivery might have indicated the complication. 
Childbed was normal, the fibroid remaining unchanged. 

The woman had had several children, the last having been born 
only two years before. For a year she had had abdominal pains, 
during the first four months of which menstruation had been ir- 
regular and scant; for the last eight months it had been ab- 
sent. The rapid increase in the size of the abdomen had only 
been observed for four months.! 

V. Case OF OSTERTAG. — Version. Retained Placenta. Death 
Jrom Exhaustion (or Septicemia?)— A woman, 44 years old, 
had profuse hemorrhages during the thirteenth pregnancy and 
during labor. The uterus was much enlarged, and seemed to 
consist of two lobes, in only one of which could the child’s parts 
be felt. The os was quite well dilated, but two thirds of the 
Opening was covered by the placenta. 

Owing to the hemorrhage, version was performed, and a living 
child extracted. On introducing the hand subsequently, a large 
mass was felt half filling the uterus, and resembling two placente 
that had grown together. 

After delivery the uterus remained unchanged, yet no other 
child could be found. Another examination, for the removal of 
the placenta on account of flooding, revealed a tumor to the left 
and posterior side of the os, which resembled an inverted pla- 
centa covered with membranes; it resisted all attempts at re- 
moval. ‘The cord passed to the right of this tumor, but could 
not be followed to its point of insertion, owing to the spasmodic 
contractions of the os. The expulsion of the placenta was left to 
nature. mS 

On the fourth day of childbed the lochia became offensive; the 
woman died from exhaustion on the sixth day. 

The autopsy showed, that the left side of the uterus, from the 

1 Wiener Medicinal Halle, Jahrg. v., 43, 1864. 
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os upwards, the fundus and the upper third of the right side were 
of fibroid nature, being three inches thick at the fundus, where 
there were three or four sub-peritoneal excrescences as large as a 
fist. | 

The whole inner surface, to which a very large placenta ad- 
hered by firm fibrous tissue, was of a grayish color; the surface 
of the placenta being in a state of purulent disintegration ; while, 
in the mass of the fibroid were imbedded several melanotic 
nodes. The uterus weighed ten pounds.’ | 

VI. Case or GussMAn. — Version. Hemorrhage. Recovery. 
Absorption of the Tumors within Four and a Half Weeks. — A 
woman, 42 years of age, in her seventh pregnancy, had the mem- 
branes ruptured by a midwife, and the child’s feet extracted, 
after she had been thirty-four hours in labor. The head would 
not advance until a physician delivered it by the Prague method. 
The placenta was soon expelled, with considerable hemorrhage. 
The site of the placenta could be felt on the left side of the in- 
ternal os. An interstitial irregular fibroid tumor, as large as a 
child’s head, was behind ; above it, on the left side, was another, 
the size of an apple. The childbed was normal. Four and a 
half weeks after delivery, no noteworthy tumors could be discov- 
ered in the uterus. Its position was normal, and its cavity but 
very little elongated.* 

VII. Case or Hapsit. — Protracted Hemorrhage. Version. 
Death from Exhaustion in Ten Hours.— A woman, having ar- 
rived without accident at the end of the eighth month of her first 
pregnancy, had three hemorrhages from the vagina, within the 
space of eight days. Examination disclosed a head presenta- 
tion ; the fetal heart-sounds were heard at the right side. In the 
posterior vaginal cul-de-sac was felt an immovable, hemispherical, 
resistant tumor, filling the two posterior thirds of the paras 
cavity. The cervix was behind the symphysis pubis. 

A fibroid in the lower segment of the posterior uterine wall 
was diagnosticated, probably complicated with placenta previa. _ 

Two days later there was a fresh hemorrhage, and uterine con- 
tractions recurred every ten minutes. The tumor had descended, 


1 Abstract in Monatsschrift fiir Geburtskunde, Bd. xxv. Heft 4, 
April, 1865. 

2 Gisserott, Bettraige zur Casuistik der mit Uterusmyomen compli- 
cirten Geburten, Rostock, 1870. In. Diss. p. 26. Abstract from W2ir- 
tem. Corr. Blatt, 38, 19, 1868. 
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was somewhat movable, and was as large as the head of an infant 
at full term. The external os admitted two fingers, which met 
a tissue resembling placental. Hemorrhage becoming more pro- 
fuse, the vagina was plugged with a rubber bag filled with ice- 
water. 

After waiting sixteen hours, during which the patient was 
growing very anemic, version was attempted. The whole hand 
was, with great difficulty, inserted into the uterus, after the head 
had been pushed back, and the right leg brought down. An 
attempt to turn by drawing upon the leg only resulted in an ex- 
tensive laceration of its integument. The other leg was sought, 
brought down, and, by traction upon the two, version finally 
effected. One arm was extracted with difficulty, but the head met 
with no obstacle. 

The child was of eight months’ development, but desu: 

The placenta was soon expelled. 

Though there was no further loss of blood, the woman was 
extremely anemic, and died ten hours later. 

An autopsy was not allowed." 

VIII. Case or TyLer Smitu. — Version. Recovery. Disap- 
pearance of Tumor.— A case is briefly cited in which, with a 
large fibrous tumor in the hollow of the sacrum, there were 
placenta previa and an arm presentation. Turning was per- 
formed with great difficulty, and the child slowly extracted. The 
woman ultimately did well, and the tumor disappeared.” 

Dr. J. Braxton Hicks has given a brief description of a uterus, 
pregnant about three and a half months, in which the placenta 
was previa, and fibroids were extensively developed in the uterine 
walls.® 


Eight cases are not enough to justify many deductions, 
The chief cause of death was hemorrhage, a liability to 
which always attends placenta previa even when uncompli- 
cated. Undoubtedly the danger is enhanced by the pres- 
ence of fibroids, for the history of pregnancies, with this sin- 
gle complication, shows that the tumors predispose to this 


1 Abstract by Peuch in the Gazette Obstétricale, iii. 13, 1874, from the 
Allgem. Wiener Mediz. Zeitung, 1873, p. 579. 

2 Obstet. Trans., iv., p. 133, 1863. 

8 [bid., xvii., p. 298, 1875. 
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mishap. It is pretty clear that the artificial completion of 
delivery in Cases II. and VI., before the patient’s strength 
had been reduced by the loss of blood, might have altered 
the final results. 

The extensive transverse laceration of the vagina, in my 
case, I suppose to have occurred at the time the head de- 
scended into the pelvis. I am convinced that the pelvis was 
not large enough to allow the passage of the head, as long 
as the fibroid was below the pelvic brim. The sudden ad- 
vance of the head I can only explain by assuming that the 
fibroid after a while slipped above the brim; at the same 
time the head entered the pelvis, forcing the posterior vagi- 
nal wall into the hollow of the sacrum; as the vagina was 


already stretched longitudinally by the rise of the fibroid, it~ 


undoubtedly ruptured before the advancing head, and would 
not, improbably, have allowed the head to enter the abdom- 
inal cavity, had the latter been presenting. The only other 
time when any possible strain was brought upon the vagina, 
was when my hand was inserted between the thorax of the 
child and the tumor, for the purpose of delivering the arms. 


If the rupture had occurred then, it would surely have at- © 


tracted my attention, and the fibroid would have been free 
to rise above the pelvic brim during the extraction of the 
arms, and the subsequent descent of the head. I have 
my doubts whether the laceration of the vagina was the 
starting point of the fatal peritonitis that followed, for there 
was never, post-partum, the slightest tenderness on vaginal 
examination, or the least trace of effusion, or other sign of 
pelvi-peritonitis. On the other hand, the evidences of ab- 
dominal peritonitis were unequivocal. Siisserott! has col- 
lected one hundred and forty-seven cases of pregnancy com- 
plicated with fibroid tumors, of which twenty proved fatal 
from peritonitis. Inflammation, softening, and suppuration 
are recorded as having occurred in such tumors subsequent 
to labor. In one case the tumor itself was deeply lacerated. 
Bruising is undoubtedly the cause of these changes. 


The problem naturally presents itself : What course should. 


1 Loc. cit. 


. 
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be pursued when a fibroid tumor is recognized in the pelvis, 
and likely to interfere with delivery? If seen early enough 
in the pregnancy, the induction of miscarriage or premature 
labor would probably be attended by less risk than any 
other course. If the pregnancy be too far advanced to allow 
a reasonable chance of: the passage of the fetus past the ob- 
struction, then version, and reduction of the size of the head 
by the trephine, or the cephalotribe,’ would commend itself 
to my judgment. I would not perform Cesarean Section un- 
less the obstructing tumor almost filled the pelvis.2 The 
same rules should govern practice, as in obstruction of the 
pelvis from other causes, except that enucleation of the 
tumor might in rare instances be feasible in spite of its man- 
ifest dangers. 

P. S. Since the above was written, a case has been re- 
ported by Dr. Wiltshire® to the Obstetrical Society of Lon- 
don, in which a tumor, the size of an orange, was imbedded 
in the posterior wall of the uterus, so as to form an obstacle, 
to delivery. The patient died during labor ; a rupture was 
found, post-mortem, at the junction of the cervix and vagina 
posteriorly. In the discussion that followed, the accident 
was attributed in a measure to the use of ergot, Dr. Playfair 
expressing the opinion that it might have been prevented, if 
delivery had been hastened by the use of the forceps. 

As precisely the same mishap occurred in my case, al- 
though no ergot had been administered, and the uterine 
pains were notably feeble, I still adhere to the explanation 
given above as being much more probable, and do not think 
that the application of the forceps would have afforded any 
immunity from the mishap. 


1 Vide successful case reported by Dr. Wynn Williams in Odstet- 
vical Transactions, vol. xvii., 1875, p. 172. 

2 A successful case of Cesarean Section on account of obstruction 
by a fibroid tumor, has been recently reported by Dr. Cazin, of Bou- 
logne, in the Archives de Tocologie for November, 1874. 

8 British Medical Fournal, October 21, 1876. 
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LATENT GONORRHEA, ESPECIALLY WITH REGARD 
TO ITS INFLUENCE ON FERTILITY IN WOMEN. 


BY EMIL NOEGGERATH, M. D., 


New York. 


In the year 1872 1 published in the German language 
a monograph on Latent Gonorrhea, which was not received 
very favorably by the medical press. The suggestions laid 
down were so new, and so contrary to the theories prev- 
alent at that time, that the book was looked upon with dis- 
trust. 

I now find, however, the subject of latent gonorrhea grad- 
ually making its way into most of the gynecological hand- 
books and treatises of recent date, both here and abroad. 
This has encouraged me to bring the subject, at least the 
most important part of it, that concerning its connection 
with fecundity, before this meeting ; the more so, since my 
experience has been enlarged, and my views have become 
clearer and better defined, in more than one direction. 

The attempt to demonstrate the existence of what I call 
latent gonorrhea, is surrounded by difficulties hard to over- 
come, to such a degree, that I waited ten years after its dis- 
covery before I dared to put the matter into shape for pub- 
lication. For, with all the advance in the physical sciences, 
I have been unable to bring forth a direct proof of its ex- 
istence. In my work, published four years ago, I expressed 
the hope, that the key to solve the question might be found 
in the presence of a fungus peculiar to the secretion of 
women affected with latent gonorrhea, of which my re- 
searches up to that time had given much encouragement. 
I have, however, not followed them up, for several reasons, 
principally owing to the fact, that I found the same fun- 
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gus in discharges from very young children, in cases where 
I was unable to trace all the points in the etiology of the 
case, that would be necessary to establish the value attribu- 
table to the presence of this growth. 

Another difficulty, which is connected with the history of 
latent gonorrhea, consists in the fact, that the symptoms of 
the disease vary in almost every instance ; and although it 
is possible to give a description of typical cases as I occa- 
sionally encounter them, they are met with rarely, one or 
another, or even the majority of signs not being present, or 
the disease so hidden by other uterine affections, more ap- 
parent to the senses, that its recognition is often a matter 
of difficulty and doubt. Furthermore, certain peri-uterine 
alterations, the result of latent gonorrhea, are so apt to es- 
cape detection by the most experienced of us, that a major- 
ity of the cases fail to receive as yet their true appreciation. 

Again, our branch of the medical sciences being of recent 
development, the views entertained by its most eminent rep- 
resentatives, as to the clinical importance of the several dis- 
eases of the uterus, show such a discrepancy, that it will be 
very difficult to convince followers of one or the other school 
that, in a case, for instance, of anteflexion and latent gonor- 
rhea combined, the former is not the origin of all the dis- 
turbance in the functions of the organs affected, as well as 
of the system in general. I will now endeavor to give you 
a description of a typical case of latent gonorrhea. 

Mr. M., a merchant of this city, formerly a commercial 
traveler for a large manufacturing firm in Europe, like al- 
most every one of his tribe, acquires a gonorrhea. The treat- 
ment recommended by a renowned specialist is at once care- 
fully followed, and the affection cured in two months. 

Two years later this gentleman returns to Europe and 
marries a healthy, robust young lady from B., a village in 
the province of Westphalia, Germany. 

Three months later, the woman begins to complain of 
backache and general malaise ; it becomes difficult for her 
to attend to the common household affairs ; the usual prom- 
enade, instead of being a pleasure, becomes fatiguing. Men- 
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struation, which appeared hitherto without giving any pre- 
paratory notice, is now connected with backache, more 
profuse than usual, and followed by a white discharge. By 
and by the desire to urinate becomes more frequent, and is 
occasionally accompanied by a sensation of burning at the 
meatus. The white discharge gradually extends from one 
period to the other. About eight weeks later a pain is felt 
in the left side of the abdomen, which suddenly increases 
upon an unusually severe exertion, to such an extent that 
the patient has to take to her bed. At the same time the 
dysuria is considerably increased, the discharge becomes pro- 
fuse and of a greenish-yellow color, like matter. The phy- 
sician attending her recognizes an acute attack of perime- 
tritis. A year after this she consults me for sterility. I 
find her suffering from general weakness, backache, pain in 
the left side, increased before the now scanty menstruation, 
and a muco-purulent discharge. On examination, the uterus 
is found in right lateroversion, and anteflected ; the left 
vaginal roof, or parts above, hardened and contracted ; the 
uterus soft, succulent, very tender on being gently pushed 
into its normal position, great tenderness of posterior cul-de- 
sac, neck of a high color, os surrounded by a thin rim of 
eroded tissue, discharging a tenacious yellow mucus. Both 
outlets of Cowper’s glands eroded to some distance, and 
painful to the touch. } 

Now, Mr. President, this combination and development of 
symptoms, physical as well as rational, you never will en- 
counter in women who are married to husbands that have 
not exposed themselves to the danger of venereal affections. 
I say, advisedly, never! and if any one has a right to speak 
thus positively, I claim this privilege. 

In the history of this patient we find no trace of the exist- 
ence of acute gonorrhea, either before or after marriage; 
but a condition very like, if not truly gonorrhea, is being 
developed during the acute attack of perimetritis. 

You will now begin to understand why I have chosen the 
term “latent gonorrhea.” The patient has never been in- 
fected in the accepted meaning of the word, but she grad- 
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ually develops a condition, which we usually observe as the 
result of an attack of acute gonorrhea. And still the hus- 
band is apparently cured, not only according to his own 
opinion, but by that of his physician. 

Now, if all this I am treating of is not simply a delusion, 
to what conclusion does it lead? First, that the husband is 
diseased, all appearances to the contrary notwithstanding ; 
second, that the infection with gonorrheic poison does not 
only take place in the ordinary way by producing an acute 
gonorrhea, and afterwards gleet, but that under certain cir- 
cumstances, the gleety state, if I may be permitted to call 
it so, is the primary, or only state of gonorrheal manifes- 
tation, occasionally followed by an outbreak of acute gonor- 
thea. To my mind, this latter modus propagundi is true 
beyond all doubt, and only fails to be recognized by the pro- 
fession at large, because specialists or general physicians 
see the wives of their former patients, only in case they are 
affected soon after marriage by an acute manifestation of 
the disease, — in cases, for instance, where the husband has 
been allowed to marry with an apparently insignificant gleet. 
It was from the wives of men entering marriage with gleet 
that the first glimpses of the true state of affairs were ob- 
tained by me. I had followed up about five cases where 
women married men with chronic gonorrhea. These patients 
had no attacks of true gonorrhea, but they all began to be 
ailing in a similar manner, remained sterile, slowly developed 
chronic or sub-acute disease — in two cases attacks of acute 
perimetritis with ovaritis, and a muco-purulent catarrh, which 
yielded to energetic treatment, to relapse under the most 
trifling provocation. But this same state of things I find 
to exist also in women coupled with men who have had gon- 
orrhea months or years before marriage. 

In my treatise on this subject I expressed the opinion that 
gonorrhea in the male gradually. pervaded the entire tract of 
mucous membrane, from the meatus to the ejaculatory ducts 
and down through the vasa deferentia to the epididymis, just 
as it does in the majority of cases pass from the external os 
of the vagina through the uterus and tubes to the fimbri- 
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ated extremities ; the affection is cured, in the male, wher- 
ever the urine — loaded with, or even without the antidotes 
— comes in contact, and sweeps away the newly formed se- 
cretion, while beyond this point the disease often persists 
for life in a milder form. 

Later observations, which I shall present in the course of 
this paper, have modified my views in this matter, or at least 
rendered that explanation unnecessary for many cases. I 
will say this much now, that in many instances the male, al- 
though cured to all appearance, can be proven, by examina- 
tion, to be suffering, unknown to himself, from the effects 
of a gonorrhea which he contracted years ago. 

I have chosen the term latent gonorrhea instead of chronic 
gonorrhea, first, for the reason alleged above, that the pa- 
tient is being gradually infected without any apparent symp- 
toms of disease developing themselves in the beginning. I 
have chosen this name better to define the truly impercep- 
tible manner by which the disease works its slow progress 
in the organs affected up to the first more or less severe 
attack, when it passes from the latent into the active state; 
and secondly, because the disease in the female, although 
she be discharged, cured to all appearances, after an attack, 
say of gonorrheal ovaritis, keeps within her, at least up to 
the time of menopause, the germ of similar more or less se- 
vere relapses. The gonorrhea, after an acute attack,-has 
simply returned to its state of latency to rest there, for 
months or years, the patient meanwhile being always in 
danger of a renewed outbreak, on proper provocation. 

Admitting the persistence of gleet in the male after its 
outward disappearance, the question remains, how does it 
affect the female ? 

The course of the disease is only in sonbaeneaee few 
instances so well defined as in the case related above. We 
can, however, point out four different and clinically distinct 
groups of manifestations of the gradual infection of the 
woman by the repeated contact with minute quantities of 
the poison. It appears, — 
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Ist, as Acute Perimetritts. 

2d, as Recurrent Perimetritis. 

3d, as Chronic Perimetritts. 

4th, as Ovaritts. 

All of these affections are accompanied with a catarrh of 
several sections of the mucous membrane. Often this ca- 
tarrh is the only symptom present. Among one hundred 
and five cases, of which I have written notes, I found — 
ro patients suffering from acute and subacute perimetritis. 

8 patients suffering from recurrent perimetritis. 
38 patients suffering from chronic perimetritis. 
17 patients suffering from chronic ovaritis. 
32 patients suffering from catarrh of the uterus, apparently un- 
complicated. 

In looking over this statement, it will strike you at once 
that there is one characteristic feature apparent, namely, the 
prevalence of peri-uterine affections. 

I have noted, among all of these, only five cases of so- 
called chronic metritis. The*occurrence of acute, subacute, 
recurrent, and chronic perimetritis to such a large extent, is 
observed in another class of female patients, namely, those 
who lead the lives of prostitutes. 

We find the position of the uterus entirely in accordance 
with this view. It is now generally admitted, that forward 
and lateral dislocations of the uterus involving the whole of 
its axis, when acquired during life, have their origin in con- 
tractions of one or more of the ligaments from inflamma- 
tory or other irritation. 7 

It is, therefore, not surprising that among one hundred 
and five cases of latent gonorrhea, where the position of the 
uterus was noted, forward and lateral dislocations of the en- 
tire uterine axis were observed in fifty-one instances, while 
backward dislocations occurred only six times. Among the 
former, lateroversion in thirty-six ;, and anteversion, with or 
without lateroversion, in fifteeen instances, which proves that 
lateroversion, with a marked tendency to tilt toward the right 
side, is the most commonly observed dislocation among 


women suffering from latent gonorrhea. 
18 
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Normal position : i i ; : ‘ 27 
Right lateroversion Bb Tie, : ; ; a fee 
Left lateroversion ; ‘ y ‘ : : 5 
Lateroversion and anteversion ; ‘ ‘ uae 
Lateroversion and anteflexion 4 
Anteversion . : ; ‘ ; ei te 
Anteflexion : : : A ; ; ‘ 17 
Retroversion . . 6 
Retroflexion : : ‘ ; : 5 
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Acute perimetritis, symptomatic of gonorrhea, occurs in 
the puerperal, as well as in the non-pregnant state of the 
uterus. It would take too long a time to discuss before you, 
Mr. President, all the several interesting points connected 
with the clinical history of acute and subacute perimetritis 
as it occurs, in consequence of latent gonorrhea; and I 
must, therefore, refer you to the more detailed account in: 
my work on the subject. I there stated that one form of 
puerperal fever was owing to a sudden transition of gonor- 
rheal catarrh of the womb existing in a so-called chronic or 
gleety state during pregnancy, into its acute form after con- 
finement. I had found that women impregnated from men, 
having suffered either at the time of conception, or pre- 
viously, from gleet or gonorrhea, were subject to attacks of : 
puerperal endometritis, accompanied, as a rule, with perime- 
tritis, often recurring at every subsequent confinement. I 
am happy to say that my observations in this direction have 
been confirmed, among others, by Angus McDonald, of Edin- 
burgh, Amman, of Munich, and Hennig, of Leipzig. As a 
rule, the puerperal inflammation is of perimetritic, and not 
of parametritic origin ; the non-puerperal is always perime- 
tritic, with the exception of those cases where a lesion of 
the mucous membrane has been produced with or without 
intention. ; 

An attack of non-puerperal perimetritis, symptomatic of 
latent gonorrhea, is either the consequence of exposure to 
wet and cold, of protracted exertion, or of a violent shock, 
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physical or mental. I have seen it follow a fright ; the act 
of cohabitation after prolonged absence of the husband ; in- 
troduction of the sound by an experienced surgeon, applica- 
tion of a non-cauterizing medicine into the uterus in its 
mildest form, in the shape of a salve; wearing of an intra- 
uterine pessary ; incision of the os externum ; discission of 
the neck ; dilatation of the womb by compressed sponge ; ap- 
pearance of menstruation ; application of Jeeches to the neck ; 
examination of the internal genital organs by the double 
touch. 

It therefore appears that no kind of manipulation of the 
uterus, or of its lining membrane, is not, under certain cir- 
cumstances, liable to start an acute perimetritis. The fact 
that grave accidents do occasionally follow trifling opera- 
tions on the neck of the womb, as, for instance, acute peri- 
tonitis of a dangerous type, after the application of leeches, 
is thus sufficiently explained by the local predisposition. It 
has impressed itself on the minds of gynecologists suffi- 
ciently, so that all of us have been trying to find an expla- 
nation of the fact, and to avoid the danger resulting there- 
from. By many they were, and are now, ascribed to careless 
after-treatment, to rough and indiscriminate use of sound, 
pessaries, knife, etc. The advice strongly insisted upon by 
advocates of this theory, to keep patients in bed for at 
least five days, up to as many weeks, according to the grav- 
ity of the proceeding, must be accepted thankfully by all 
of us, and has certainly saved many precious lives. Still, 
numerous cases are on record where, with the best care in 
public as well as in private hospitals, perimetritis has been 
the immediate consequence of the interference. I do not 
speak of those cases where, from a deep incision into the 
vulnerable supervaginal tissue of the womb, the patients die 
in consequence of lymphangitis, or shock; but of those 
where simple incision of the neck is the immediate cause of 
inflammatory explosion inside the pelvic cavity. Wherever 
I have had occasion to examine post-mortem under these 
circumstances, I have found the existence of salpingitis ; 
and in those cases which could be carefully investigated dur- 
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ing life, the history of gonorrhea, either in the patient her- 
self, or in the husband, has rarely been absent. In this way 
a sufficient, and probably the only simple and acceptable ex- 
planation has been given. There exists a catarrh of the ute- 
rus and the tubes to so slight a degree as not to raise any 
suspicion as to its presence. The cut in the neck is fol- 
lowed by a congestion of the blood-vessels of the uterus and 
appendages, the catarrhal secretion is consequently increased 
and a/tered in its character ; one drop of it overflowing into 
the peritoneal cavity calls forth its inflammation. 

We have been taught by experience that it is not safe to 
perform an operation on the womb while symptoms of peri- 
metritis exist. The precaution thus shaped is insufficient, 
for two reasons ; first, because the larger number of cases 
of chronic perimetritis is so very little characterized by 
physical signs, that its presence is very often not suspected ; 
and secondly, because salpingitis, not to be diagnosed during 
life, may be present, yet no signs of chronic perimetritis. 

If, therefore, we are enabled to recognize the existence of 
latent gonorrhea in a case where the question of an opera- 
tion is at issue, we shall be even more successful in detect- 
ing the cases which give the best chance of success. 

Acute perimetritis does, however, occur when symptom- 
atic of latent gonorrhea, independently of any exciting 
cause, in its idiopathic form, and most frequently in cases 
where the husband has cohabited with his wife very soon 
after the gonorrheal affection has run its course. | 

Permit me to give you, in illustration, the history of a 
case. 

Mrs. L., born in one of the Southern States, a rather 
weakly, spare woman, has been married for two years to a 
healthy gentleman, born in Germany. She has a baby thir- 
teen months old. 

The summer of 1871 she spent with her parents in Mis- 
souri, while her husband was forced to stay in the city, being 
an insurance agent. During that time he contracted gon- 
orrhea. He was attended by Dr. Livingstone of this city, 
and the discharge was cured after two months’ treatment. 
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His wife having meanwhile returned to the city, Mr. L. 
asked and received permission from his physician to cohabit 
with his wife, no trace of the disease being left. This oc- 
curred in the beginning of September, at the interval be- 
tween two menstrual periods ; five days before the expected 
menstruation, Mrs. L. noticed for the first time in her life a 
pretty profuse discharge, accompanied with pain in her back 
and stomach. The ensuing menstrual flow was more free, 
and lasted longer than usual. Immediately after its cessa- 
tion the abdominal pains increased, and were accompanied 
by fever. 

I saw the patient for the first time on September 24th, 
1871, about a week after the menses had ceased. The pulse 
was 100 in the minute during the day, 120 in the evening. 
The abdomen was tympanitic, painful on pressure in both 
sides ; the uterus was very tender, succulent, in laterover- 
sion, the right vaginal roof shortened, very painful on being 
touched ; there was profuse purulent discharge from the va- 
Pit ae 57 | 

Under treatment the acute symptoms rapidly disappeared, 
and she was able to call at my office on the 6th of October. 
_ She complained still of back and stomach ache. On exam- 
ining, I found the whole of Douglas’s cul-de-sac filled with a 
mass of lymph about the size of a large fist, and the uterus 
pushed forward. The discharge was very profuse, the vaginal 
mucous membrane inflamed, a superficial erosion around os, 
and there was catarrh of the ducts of Cowper’s glands. 

On October 30th, the greatest part of the exudation had 
disappeared ; a mass of the size of a pigeon’s egg could be 
felt behind and towards the left of the uterus. 

The discharge existed for at least a year after I first saw 
the patient, notwithstanding it was attacked by very ener- 
getic remedies. 

Now, Mr. President, a case of this kind can only be un- 
derstood, if looked at in the proper light. Suppose I had 
not been acquainted with and convinced of the truth of this 
doctrine of latent gonorrhea, I should have examined my pa- 
tient, should have recognized the acute perimetritis, should 
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never have inquired into her husband’s condition, and prob- 
ably ascribed the whole trouble to the long railroad journey, 
combined with exposure to wet and cold during the same. 

But I have seen such cases before, numerous cases, where 
there was no jolting in the cars, no possible exposure to any 
injurious influence, but always a gonorrhea preceding, at a 
more or less remote period, the explosion in the female pel- 
vis ; and those of the gentlemen present who feel interested 
enough in the matter, will find a number of similar instances 
recorded on page 15 and following, of my monograph. If 
Mrs. L. had stayed away from her husband say a year or 
two, she would probably have been taken with chronic in- 
stead of acute perimetritis. 

Perimetritis from this cause is apt to recur ; not so perime- 
tritis following other causes. For instance, if a compressed 
sponge be inserted for diagnostic purposes, and its use fol- 
lowed by septic endometritis and salpingitis, the one patient, 
who has never come in contact with a man that has suffered 
from gonorrhea, will be through with this one attack, while 
another, with latent gonorrhea, will probably have one or 
many more attacks of acute perimetritis after this first one. 

In about half the number of cases of recurrent perimetri- 
tzs which I have observed, the first attack was one of puer- 
peral endometritis and perimetritis, the others following a 
more or less severe manipulation of the uterus ; the first at- 
tack in the other half was produced without any traceable 
cause whatever. For instance, Mrs. F. is married in one of 
the Western cities in 1861. She has never known before 
what sickness was. Her husband is treated for gonorrhea 
by a medical gentleman, a friend of mine, to whose kind- 
ness I owe the facts of her former history. The disease is 
very obstinate but yields at last, and the patient is permitted 
to get married three months after all the symptoms have 
disappeared. Six weeks later Mrs. F. begins to complain of 
pains in the left side, which gradually increase, and the © 
doctor finds her suffering from acute perimetritis. She is — 
confined to bed for two months. The next attack she has | 
in April, 1867, immediately after confinement; the third 
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severe attack in March, 1872, six months after the second 
labor. 

In one instance, a patient, after a first attack of acute peri- 
metritis without appreciable cause, had six more attacks 
during ten years ; the second after cohabitation, the others 
without any cause. In another instance, the first attack was 
produced by the application of a pessary ; the second, by the 
use of the sound ; the third, by intra-uterine application of a 
salve ; the two following, without any cause whatever. 

Usually, the first attack is of the greatest intensity, the 
second not much less severe, the third and fourth are of a 
milder character, and the last ones take place without pro- 
ducing much reaction. 

With regard to recurrent perimetritis, I venture to state 
that every single case has its remote origin in gonorrhea. I 
have seen a large number of cases of this variety of perime- 
tritis, but I have to see the first one, where the husband has 
not been afflicted with gonorrhea, and usually with an ob- 
stinate affection followed by protracted gleet. 

I now pass over to the consideration of the important 
subject of chronic perimetritis; important, on account of 
its frequency ; important, on account of its effect on the 
general health, and the difficulty of diagnosis ; and I shall 
endeavor to be as concise as possible. It is of importance, 
for the views which I intend to develop, to show that the 
etiology of perimetritis is not sufficiently cleared up. The 
two writers who have dealt more especially with this ques- 
tion of causation are Matthews Duncan and E. Bernutz. 
The former, in his “ Practical Treatise on Perimetritis and 
Parametritis,’ sums up his dissertation to the effect that 
both parametritis and perimetritis are, almost without ex- 
ception, the direct results of metritis, while, occasionally, 
diseases of the ovary and the Fallopian tubes are the start- 
_ing points ; and he goes on to state that they are most fre- 
quently the result of endometritis. He, therefore, assumes 
that the inflammatory process originating in the mucous 
membrane of the’ uterus passes through the tissue of the 
uterus to ‘the peritoneum. Duncan is right in his view as 
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to the endometritic origin of the affection, wrong as re- 
gards the manner of propagation. If we should accept his 
explanation we should have to give up the now well estab- 
lished fact, that metritis isa disease of extremely rare oc- 
currence ; just as rare as inflammation of the penis, an 
organ very similar in its construction to the upper section 
of the womb. 

Dr. Bernutz has published a tabulated statement of ninety- 
nine cases of perimetritis, with especial regard to the cause 
of the disease. Of these, forty-three were of puerperal, 
twenty-eight of blennorrhagic, twenty of menstrual origin, 
and eight the result of traumatic causes. If we look closely 
at this division, we find codrdinate as causes, the puerperal 
state, blennorrhea, menstruation, and mechanical injuries. 
Now, while puerperal and menstrual can only signify the 
peculiar physiological condition during which the female 
was attacked, the latter, and blennorrhea especially, ex- 
presses the morbific agent that caused the disease, while, 
traumatic means an irritation, which either produced the 
attack in a hitherto healthy organ, or caused an acute par- 
oxysm of a disease already present in its chronic state. 

Thus, according to Bernutz’s statistics, the only ones ex-— 
isting at the present time, we have, as causes of perime- 
tritis, blennorrhea in twenty-eight cases out of ninety-nine, 
syphilis in two, and six cases of truly mechanical origin. 

Since we cannot admit that labor, the puerperal state, or 
menstruation, per se and alone, constitute a cause of perime- 
tritis, we conclude with our author that perimetritis is, in 
the majority of cases, owing to the presence of gonorrheic 
endometritis and salpingitis. Bernutz is, as you are all 
aware, our earliest and still our best authority in this mat- 
ter. My experience goes to confirm his views to. their full- 
est extent. I have examined quite a number of cases of 
perimetritis post-mortem, and I have yet to see the first in- 
stance — the presence of fibroid, cancerous, tubercular dis- 
ease and hemorrhagic perimetritis, excepted — where it was 
not associated with catarrh of the Fallopian tubes, and I ex- 
cept, also, the very few instances where the ovary has been 
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the primary seat of inflammation. This refers to the non- 
puerperal state ovly. 

Now, gonorrhea in the female is, as a rule, followed by 
tubal catarrh. It is, as I have stated already, a peculiarity 
of gonorrhea to affect the entire tract of the female geni- 
tal organs, to disappear in some portions of it, to remain for 
life in others, in the tube among the latter. And, since the 
majority of females who are married to husbands who have 
had gonorrhea, are, as a rule, in the same condition as if 
they had gone through an attack of gonorrhea themselves, 
you find that chronic perimetritis, the effect of salpingitis, 
is one of the most frequent results of latent gonorrhea. 

Under these circumstances, the affection presents itself in 
two different forms: first, the inflammatory or adhesive ; 
and, second, the congestive form of perimetritis. The for- 
mer is well known to you, being characterized by the pres- 
ence of large clots or small bands of lymph. The latter is 
not quite as often seen, and is recognized more readily dur- 
ing life than after death. On this occasion, I will remind 
you of those cases published in our department of literature, 
and of those described in my work, where death has oc- 
curred from perimetritis in non-puerperal, even nulliparous, 
women, and where the most careful post-mortem examina- 
tion has failed to find anything but a few drops of secretion 
from the Fallopian tubes in the abdominal cavity, and a 
highly congested peritoneum, with well marked and dilated 
blood-vessels. Not in every woman, however, is the pelvic 
cavity vulnerable enough to allow the shock from the pres- 
ence of a few drops of tubal secretion to cause death, or 
is the secretion, in most patients, acrid enough to excite such 
serious trouble. In by far the larger number of cases, the 
contact with the secretion of the overflowing tubes is just 
enough to either produce a few thin films of exudation, or 
merely a chronic congestion, kept up by intermittent dis- 
charges, periodical or not, from the abdominal ostium of the 
tubes, the sphincters of which have been relaxed, either by 
influence from the nervous system or by pressure from 
suddenly increased secretion. 
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I have met with and diagnosticated in my gynecological 
practice as the most frequent disease treated, catarrh of the 
womb, and after that, chronic perimetritis, especially that of 
the latter class, where the palpable results of inflammation 
are almost none. These cases are recognized during life : — 

1. By the inadequately large amount of suffering of the 
patient, when compared with the physical changes existing 
in the genital organs, as far as accessible by examination. 

2. By the presence of a right, rarely a left, lateroversion 
or an anteversion of the uterus. 

3. By more or less decreased mobility and great tender- 
ness of the womb when it is gently pushed upwards, or the 
- attempt is made to rectify its position. 

4. By tenderness and rigidity in the posterior cul-de-sac. 

If no other affection of the uterus complicates the dis- 
ease, it is comparatively easy to recognize, but if chronic 
metritis, other dislocations, or idiopathic diseases of the 
ovary exist at the same time, it is very often impossible to 
form an opinion about the true state of affairs. 

My views as to the frequency of chronic perimetritis will, 
in the near future, be endorsed but by a very few of my 
colleagues, for two reasons :— 

First. Because the doctrine of the importance of displace- 
ments and of purely inflammatory diseases of the womb it- 
self, predominates as yet so much, that I cannot expect a 
revolution to take place at once. 

Second. Because the diagnosis of chronic perimetritis, in 
this its obscure form, is beset with difficulties only to be over- 
come by protracted, careful study in this direction. 

The fourth class of cases is that where signs of affection 
of one or both ovaries prevail ; but although in many in- 
stances rational as well as physical symptoms clearly point 
to a diseased condition of these organs exclusively, we must 
consider ovaritis, when occurring in consequence of gonor- 
rhea, as a part and the result of perimetritis, the affection 
starting from the lining membrane, which is almost always 
covered with web-like exudations, and developing towards the 
centre of the parenchyma. 
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During life we can recognize two varieties, or rather, dif- 
ferent degrees of ovaritis, occasionally both in the same pa- 
tient ; first, the stage of exudation, when the ovary becomes 
rounded, enlarged, and softened; second, that of sclerosis, 
accompanied by hardening of tissue, and shrinking of all its 
diameters beyond the normal size. 

Now, ovaritis, as well as perimetritis, is always accompa- 
nied by a catarrh of several sections of the mucous tract 
covering the genital organs; this catarrh, however, is oc- 
casionally the only symptom which can be recognized dur- 
ing life, either on account of the small degree of alteration 
produced in the peritoneal portion, or because the disease 
has not yet reached its final development. 

The nature of this secretion, as far as we see it by the aid 
of a speculum, has nothing of a specific character in regard to 
its physical quality, yet it varies very much indeed in the 
duration of its existence, and the degree of virulence that 
it possesses at the moment of observation. However, in 
the majority of cases, the secretion is what we may call 
muco-purulent, of a grayish-green color, part of it liquid, 
part tenacious, and adherent to the mouth of the womb, 
which is surrounded by a circular, highly colored erosion, 
not more than a line or two in width. Another peculiarity 
connected with it is the fact that it changes very much in 
quantity as well as quality in the same patient, becoming re- 
duced at times without treatment even to a scanty, pellucid 
mucus, and again increased and altered, as above described, 
and assuming the nature of a true purulent discharge in case 

the patient be subject to attacks of acute perimetritis. This 
catarrh extends upwards to the fundus, and always into the 
Fallopian tubes. The vaginal mucous membrane’ is often 
intact, while that covering the vulva is, as a rule, involved to — 
some extent. The orifice of the urethra does not show any 
signs of disease in cases of long standing, and it would be 
very difficult to make the diagnosis of the true character of 
a catarrh, when unaccompanied by affections of the perito- 
neum, if there were not one sign, which, almost always pres- 
ent, is eminently characteristic of the nature of the disease. 
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It is catarrh and erosion of and around the orifices of the 
ducts of the vulvo-vaginal glands. It usually exists in both 
outlets, occasionally only in one. 

Let me mention one other characteristic of this catarrh. 
It resists treatment very obstinately, and is often incurable 
because fed from the tubes all the time with new elements 
of infection. Is there one of the gentlemen present who has 
not treated, to his own and his patient’s satisfaction, an ul- 
ceration and an obstinate discharge, and found, after two 
or three months’ intermission of treatment, that things were 
exactly in statu quo ante? At best, you succeed in altering 
the character and amount of the cervical secretion to a cer- 
tain degree ; you will seldom be able to restore the normal 
condition. 

To sum up, let me state again by what means we may dis- 
tinguish a catarrh of gonorrheal origin from a simple leu- 
corrhea. It is very rare that the discharge itself is of such 
a character as to enable us to recognize its nature by its 
quality alone. Just as gonorrhea in the male in its gleety 
state, has often all the characters of a harmless, bland dis- 
charge, the secretion in the female looks, in the great ma- 
jority of cases, exactly like that of a simple cervical endome- 
tritis. No means of examination, not even the microscope, 
under these circumstances, will add to our knowledge. 
Only exceptionally, in cases that have been allowed to go 
on from bad to worse, without cleansing injections or other 
hygienic measures, the secretion itself reveals its nature at 
once. Whenever you find the upper part of the vagina 
filled with a copious, glairy, greenish-yellow glue, which ad- 
heres to the cervix tenaciously on the attempt to remove it, 
you may rest assured that you have to deal with gonorrhea. 
But where the discharge is scanty, pellucid, white, or of a 
pale straw color, you have to look for circumstancial evi- 
dence to pronounce about its nature. It is of gonorrheal 
origin, if you find the following combination, — 

1. A red, eroded, narrow rim around the os. 

2. Signs of existing or previous pelvi-peritonitis, such as 
tenderness of the parts above the roof of the vagina, con- 
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tracted utero-sacral or broad ligaments, lateroversion of the 
uterus, swollen and dislocated ovaries. 

3. Catarrh of the whole or part of the vulva, the latter 
confined to the outlets of the vulvo-vaginal and peri-urethral 
glands ; occasionally the presence of condylomatous excres- 
cences of small size in the fourchette, or around the urethral 
orifice. 

4. The absolute, or almost absolute, incurability of the 
discharge. | 

5. The fact that it began to develop in a healthy woman 
during and soon after a mere physiological change in the 
function of the sexual organs, namely, after marriage, with- 
out the intervention of any other recognized morbific cause. 

If you find all, or the majority of these circumstances 
present, your diagnosis admits of no doubt. 

I have taxed your patience, Mr. President, already too 
long, I am afraid, and therefore hurry on to the considera- 
tion of the last and most important question, that of the in- 
fluence of latent gonorrhea upon fecundity in women. 

It was this chapter of sterility in connection with latent 
gonorrhea which called forth the most — let me say — pas- 
sionate criticism, here, as well as in Europe. This year I 
have to lay before you more statistics, which will not mate- 
rially alter those published four years ago. 

In 1872 I had taken notes of eighty-one patients with 
latent gonorrhea; of these, thirty-one became pregnant, 
twenty-three were delivered at the end of the full term, 
three were delivered prematurely, and five had miscarriages. 
Consequently, not every third woman had a full-born child. 

Among the twenty-three women who carried to the end, — 


12 had only 1 child, 
6 had 2 children, 
4 had 3 children (1 twin birth), 
1 had 4 children. 


Or, to state the matter in a different way : — 
Eighty-one women had altogether thirty-nine children. 
Forty-nine were absolutely sterile, eleven were not impreg- 
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nated within three to eighteen years after the first child ; 
we therefore count sixty sterile women among eighty-one. 

I am able to add on this occasion sixty-six cases, with the 
following result : Of these twenty became pregnant, thirteen 
were delivered at the end of the full term, seven had miscar- 
riages. Consequently only one out of five patients had a 
full-born child. 

Among the thirteen women who carried to the full term, — 


to had only x child, 
1 had 2 children, 
1 had 4 children, 
1 had 6 children. 


Or, sixty-six women had altogether twenty-two children, 
forty-six were absolutely sterile, ten were not impregnated a 
second time; we therefore count fifty-six sterile among 
sixty-six women. 

Thus you will perceive that the statistics, few as they are, 
collected at different times, yield about the same result. 


100, women among the former have given birth to 48 children. 
100 women among the latter have given birth to 33 children. 


It is especially this class of patients suffering under the 
bane of sterility, which is met with in the consulting rooms 
of our prominent gynecologists ; they are found to make the 
rounds among our specialists, applying to’one after another 
for relief. Let us be candid, and confess that the reason 
why the statistics of our treatment of sterility are not com- 


ing forth, is simply due to the scarcity of results obtained 


by our present means. And of all the several varieties of 
sterility, this one, except that caused by congenital malfor- 
mation, resists treatment most obstinately. Long before the 
views represented in this paper had developed themselves in 
my mind to their present state of completeness and convic- 
tion, I was struck by the fact, that of two patients who came 
under treatment with apparently the same affection, say 
anteversion with catarrh and cervical erosion, who exhibited 
no difference either in their constitution or external circum- 
stances, — one was rapidly cured, while the same remedies 
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procured only temporary relief with the other. The former 
becomes pregnant after the cure of the ulceration, while the 
latter remains sterile. In the last class, you will find only 
one in fifty who is married to a husband that has not suffered 
from gonorrhea at one time or another of his life. 

The question now arises, which is the cause of this want 
of fecundation, husband or wife. Prima facie evidence points 
to the latter ; diseased ovaries, tubes filled with an overflow 
of secretion, the cervical canal blocked up with an acrid, te- 
nacious mucus, — how many obstacles for the admission of 
spermatozoa to the body of the uterus, how many dangers 
for the integrity of the ovum. 

Now, from my inquiries into this matter, it has become 
evident that the spermatozoa, when they are thrown into the 
vagina, are already either all dead or of a very low degree of 
vitality ; and again, in a great many instances, these vital 
elements are entirely wanting in the seminal fluid. I have 
examined up to the present time the semen of fourteen hus- 
bands of women suffering from sterility in consequence of 
latent gonorrhea. The semen was obtained in all cases in 
the same manner and at the same time of the day. The 
men had connection between seven and eight o'clock, A. M., 
the semen was collected in a condom, and the latter with its 
contents thrown into a bottle and kept warm until I exam- 
ined it, either at the house of the patient, or at my office, 
usually by nine o'clock. 

I found, Ist, in three cases, a semen with a large number 
of living spermatozoa. 

2d. In one case few animalcules, and among them but few 
living. 

3d. In two cases a great many spermatozoa, most of them 
without motion, a few only living. 

4th. In one case hardly any antmalcales, and the few pres- 
ent all dead. 

5th. In seven cases no spermatozoa at all. 

The gentlemen from whom these last-mentioned speci- 
mens were obtained were to all appearance healthy men, 
some of them unusually large and vigorous, their sexual 
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functions unimpaired. The cases were not picked, and could 
not be, because I had no guide by which to choose them, 
and the number is large enough not to call it an accident, 
that fifty per cent. should be found without a trace of sper- 
matozoa. In about one third of this last class, epididymitis 
had existed during or after the existence of gonorrhea ; it 
had not occurred in the rest. In many of these cases the 
gonorrhea had not lasted longer than its usual course of six 
weeks. Not believing my own eyes in cases where the men 
were unusually robust, and the sexual organs very well de- 
veloped in every respect, I asked Dr. Zinsser to repeat the 
microscopical investigation, and his report confirmed what 
I had found before. 

The question now arises, what destroys the spermatozoa 
under these circumstances? In those cases where they 
were found dead, or only part of them alive, we may account 
for it by the persistence of morbid secretion in some part of 
the urethra or vasa deferentia, which, being mixed with the 
semen at the time of ejaculation, acts as a direct poison on 
the spermatozoa. 

But for that more frequent condition, where no sperma- 
tozoa are formed, we must look to another explanation ; and 
this will not be difficult if we apply the facts characteristic 
of the nature and development of gonorrhea in females to 
that in the male. Among the former, as we have seen, 
the whole length and depth of the mucous membrane, from 
the vulva to the peritoneum, is apt to become involved 
after an attack of gonorrhea, and this also probably takes 
place in the male. The only author whose anatomical re- 
searches in this direction have become known to me is 
Littré. As far back as 1711, Littré proved by his exam- 
inations (post mortem) on gonorrhea, published in the 
“Mémoires de l’Académie Royale des Sciences,” that all 
of the ducts and vesiculz for the retention and emission 
of semen became diseased after an attack of gonorrhea, 
and occasionally even exulcerated, while the orifices of the 
seminal ducts, where they enter into the urethra, were red- 
dened in every single instance. 
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Thus the analogy with the course which the disease takes 
in the female, is complete. The inflammation passes through 
the whole of the mucous tract. That it does not each time, 
or even very often, affect the epididymis in an acute form, 
does not prove anything against this explanation, since 
acute ovaritis in the female is also seen in a comparatively 
limited number of cases, although salpingitis — and perime- 
tritis to a slight degree — is usually present. 

It requires, however, more extended researches by a very 
experienced pathologist, and probably experiments in ani- 
mals, to decide finally at what stage of the gonorrheal in- 
fection, and in what section of the glands and ducts the 
animalculze are destroyed. 

My observations with regard to this affection, called azoé- 

spermia, have been made unaided by any literary research, a 
large number having been published as far back as 1872. 
Since the publication, however, of Dr. H. Curshman’s article 
on the functional diseases of the genital organs in the. male 
in 1875, I find that both Gosselin and Liegois have made 
similar observations. The latter has demonstrated that of 
eighty-three cases of bilateral epididymitis, only eight had 
afterwards spermatozoa in the semen. 
_ Azodspermia, in consequence of gonorrhea, finds its nat- 
ural explanation in an obliteration of the vasa deferentia or 
epididymis, and is now generally accepted. But I have no. 
doubt that occasionally the testis itself is the seat of the af- 
fection. In two instances I have found bodies, which in re- 
fraction of light, relation of outside membrane to contents, 
much resembled the spermatozoa, but had no tails, and 
looked in one instance like very much enlarged and dis- 
torted heads ; while in the other they were smaller than the 
normal corpuscle and rounded off, a condition which we may 
properly call dyszodspermia. 

Thus, the question of sterility im women assumes a differ- 
ent aspect from the manner in which we were used to look 
at it, and a great many things may be explained that have, 
up to the present time, appeared mysterious. The large 
amount of labor wasted on our side in the attempt to cure 
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sterility is explained. You will be forced to do what I have 
been in the habit of doing for the last fifteen years, z. 2, to 
inquire into the history of the husband of every woman that 
calls upon you to be treated ; and if advice be asked for the 
cure of sterility, the semen of the husband must be exam- 
ined first. 

You will now understand that it is of no use to conduct 
these examinations in the manner Dr. Sims has performed 
them, and laid before the profession in his pamphlet on the 
treatment of sterility. The first thing to be done is to as- 
certain the presence and viability of the spermatozoa before 
they get into the vagina. The fact that live spermatozoa 
are found in the vagina, and dead ones in the cervix, or vice 
versa, does not prove anything as regards the noxious effect 
of the discharges on the semen ; I have seen all kinds of 
varieties, as to the relative proportion of living and dead 
spermatozoa, before they ever reached the vagina. 

I now come to the question, in what manner does a hus- 
band infect his wife in case he has had gonorrhea, say from 
three months to three or more years before his marriage? It 
seems impossible that a disease which is apparently cured, 
should, years after its disappearance, suddenly develop again 
the germ of infection ; and still the facts are there, they 
cannot be denied. , 

I have before me a record of nineteen examinations of 
men, the wives of whom I attended for latent gonorrhea. 
Except two, all professed to have lost all trace of any disease 
about them for a number of years. At the first few at- 
tempts to examine with the ordinary elastic or steel bou- 
gies, I was not able to detect any abnormal condition of the 
urethra. But since I have become acquainted with the use 
of the French olive-pointed bougie, I have been enabled, in 
all of these nineteen cases, with the exception of two, to 
find the existence of disease in a more or less marked de- 
gree. In most of these cases (17) I found one to three semi- 
circular strictures, not much elevated above the surface, lo- 
cated in the membranous portion of the urethra. If the 
bougie was passed beyond this place, and then drawn back 
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again, so as to grate the surface of tissue just behind the 
stricture, it was found to be covered with a drop of muco- 
pus, or a tenacious mucus slightly tinged with a yellowish 
matter. 


In g cases, all signs of disease had disappeared in from 1 to 3 
years. 

In 4 cases, from 4 to 5 years. 

In 2 cases, from 6 to 7 years. 

In 4 cases, from ro to 14 years. 


In all of these, the secretion of one or the other portion 
of the urethra was abnormal in the manner described. In 
the one exception, mentioned above, the stricture was situ- 
ated about half an inch behind the urethral orifice, and the 
patient had what is usually called gleet. The other sixteen 
patients had gleet too, but the secretion was not profuse 
enough to accumulate between two acts of micturition 
along the entire length of the urethra, and make its appear- 
ance at the orifice. Whatever small amount was carried this 
side of the stricture, was removed with the next current of 
urine that swept over it. Now, it is very probable that dur- 
ing the act of coition, when the member as well as its lin- 
ing membrane is stretched to its fullest extent, that the 
groove behind the stricture becomes flattened, and all of the 
secretion accumulated for the time is carried along with the 
semen, and deposited again and again near or into the cer- 
vical canal. In illustration, I will give a short account of 

the last case which I examined. 
At the beginning of February, a lady of this city called at 
my office to be treated for dysmenorrhea and sterility. She 
is a short, well built, healthy looking woman of Jewish de- 
scent. She does not recollect having been ill until after her 
marriage, which took place in the fall of 1874, when her 
menses were preceded by abdominal pains, and followed by 
a white discharge. On examination I found a uterus in nor-. 
mal anteflexion, somewhat swollen and softened, the os and 
upper part of the vagina bathed in a greenish, thick mucus ; 
the mucous membrane of both lips eroded, both the outlets 
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of the vulvar glands reddened. The fact that this woman, 
who appeared to belong to an unusually healthy family, had 
acquired for the first time in her life, signs of illness imme- 
diately after marriage, and the nature of the discharge from 
her womb, made me inquire into the history of her husband. 
He appeared to be equally healthy, and professed not to 
have anything the matter with him now, but that he had been 
treated for gonorrhea seven months before his marriage, and 
declared cured by a well-known physician of New York, 
who enjoys the confidence of the public in ailments of this 
nature. On the 13th of February, of this year, I examined 
Mr. C. in the manner described, and when I withdrew the 
bougie from behind a stricture, distant about five inches 
from the meatus, its button was covered with a thick, yel- 
lowish glue. Now, here was a case of true gleet, which in- 
fected the wife, and the presence of which could only be 
suspected by circumstantial evidence, since it gave no sign 
of its presence except by its effect on another person. As 
I expected, the discharge of Mrs. C. was very obstinate to 
treat, yielding rapidly at first, to return after treatment was 
less energetically applied, or npn stopped. This con- 
dition of things explains : — 

1. Why so many healthy, isting young girls, begin 
to suffer and fail as soon as they enter the bonds of mar- 
riage. 

2. Why so many apparently healthy young women re- 
main sterile. 

3. Why the patient labor of our best physicians is so 
often thwarted in the attempt to cure certain affections of 
the female genital organs. It explains to some extent the 
prevalence of uterine diseases in large cities, and their in- 
crease during the last twenty-five years. | 

The time is too short for me to speak of the treatment ap- 
plicable to these affections, the result of latent gonorrhea, 
I will make only one remark. I have found that an obstinate 
catarrh of the womb, which would not be influenced by rem- 
edies, yields pretty rapidly when the husband of the patient 
is also taken care of, especially where the signs of stricture 
and muco-purulent discharge have been very evident. 
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To conclude, I will sum up the result of these consider- 
ations in the following manner : — 

1. Gonorrhea in the male, as well as in the female, per- 
sists for life in certain sections of the organs of generation, 
notwithstanding its apparent cure in a great many instances. 

2. There is a form of gonorrhea which may be called 
latent gonorrhea, in the male, as well as in the female. 

3. Latent gonorrhea in the male, as well as in the female, 
may infect a healthy person either with acute gonorrhea or 
gleet. 

4. Latent gonorrhea in the female, either the conse- 
quence of an acute gonorrheal invasion or not, if it pass 
from the latent into the apparent condition, manifests itself 
as acute, chronic, recurrent perimetritis, or ovaritis, or as 
catarrh of certain sections of the genital organs. 

5. Latent gonorrhea, in becoming apparent in the male 
does so by attacks of gleet or epididymitis. 

6. About ninety per cent. of sterile women are married to 
husbands who have suffered from gonorrhea either previ- 
ous to, or during married life. 


DISCUSSION. 


THE PRESIDENT. — The well known character of Dr. Noeg- 
gerath, as a conscientious and scrupulously careful observer, 
must inspire great respect for him in the minds of all, but he 
must anticipate that such views as are set forth in his paper, 
so startling in the present state of the morals in society, will 
receive the most careful scrutiny. If these views are true, a 
modification of this paper should be found in every Sabbath- 
school library throughout the land. I know not whom to call 
upon to take part in discussing this subject, and therefore shall 
ask for the expression of opinions from such members of the 
Society as are familiar with the phenomena mentioned in the 
paper. | 

Dr. TRENHOLME, of Montreal. — On behalf of one half of this 
_ continent, at least as far as area is concerned, I feel that I should 
call for protection from the doctrines of this paper. We, upon 
our side of the line, look upon it as rather a reproach not to have 
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a large family ; and if our Canadian ladies found out that their ~ 


sterility was dependent upon the former condition of their hus- 
bands, I do not know what would take place. 

With regard to the gonorrheal germ and its effect before mar- 
riage, there is probably something of value in the paper, but that 
the disease is continuous in its effects, and does a perpetual 
work, I am not ready to believe. 

Dr. ENGELMANN. — Dr. Noeggerath’s paper has explained 
some facts which I have repeatedly seen in post-mortem exam- 
inations, but have not understood. I allude to the frequent oc- 
currence of salpingitis. I have noticed an enlargement, a thick- 
ening and cystic formation in the tubes, especially in cases where 
disease had existed in the husband at a previous time. That 
fact, as the doctor has already stated, would explain the facility 
with which this disease is at any time, and by any manipulation, 
carried to the peritoneum or peritoneal covering of the uterus. 
So much in support of the paper, perhaps. But I must be al- 
lowed to say that I have known of a number of cases where the 
gentlemen have been under treatment for gonorrhea, and yet, 
having subsequently married, their wives have had healthy 
children, and there has been no sign of disease either in the 
father or mother. 

Dr. CHapwick.—I have had no experience which will 
enable me to bring forward a series of facts and cases bearing 
upon the doctrines enunciated by Dr. Noeggerath ; but when I 
received the title of his paper, I hunted up his former pamphlet 
in my library, and glanced it over. There -are, I think, decided 
flaws tn the train of argument which he gives there, and I myself 
should not be willing to accept the cases presented in the book 
as clearly proven cases of perimetritis or sterility, dependent 
upon gonorrhea. I will take up the first seven cases, as grouped 
together in the first chapter under the sub-head of Acute Peri- 
metritis, giving them in abstract only. 

CasE IJ." Mrs. L., married for two years, had a child thirteen 
months old. The business of the husband kept him from home 
during the summer of 1871, when he contracted a gonorrhea that 
was supposed, both by him and his physician, to have been cured 
at the end of two months. He returned home midway between 
his wife’s catamenia ; eight to nine days after cohabitation, the 
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wife, for the first time in her life, had quite a profuse vaginal 
discharge, accompanied by pains in the abdomen and sacrum. 
The catamenia then set in more abundantly than usual; imme- 
diately after their cessation the pains were augmented and at- 
tended by considerable fever. Examination five weeks later 
revealed a peritonitic effusion in Douglas’s Pouch, an injected 
vagina, a cervix superficially eroded, a profuse discharge, catarrh 
of the ducts of Cowper’s glands, etc., etc. 

This case I have no hesitation in accepting as one of perime- 
tritis, due to a gonorrhea acquired from the husband a few days 
after his supposed cure from an acute attack. 

CasE II. Mrs. N., two and a half. years ago married a Ger- 
man, who, eight months before his marriage, had had gonorrhea, 
followed by gleet, which was cured only three months before the 
wedding, and has not since reappeared. Soon after marriage 
_ the wife had, for the first time, a slight discharge, which caused 
no inconvenience, did not affect micturition, or give rise to 
burning or itching of the genitals. Two months later, Mrs. N. 
had a severe attack of abdominal inflammation. Subsequent 
examination revealed a partially absorbed peritonitic effusion in 
the region of the right ovary, and a profuse muco-purulent dis- 
charge from the vagina. 

The history of this case supplies no evidence, satisfactory to 
my mind, of the infection of the wife, or of the dependence of the 
peritonitic attack, in any way, upon the gonorrhea of the hus- 
band. Surely a slight leucorrhea in the early months of mar- 
riage is not an uncommon occurrence, and, even if followed by a 
localized attack of pelvi-peritonitis, allows of many explanations 
more natural than that adduced by the writer. 

CasE III. Mrs. E. R., known to be healthy as a girl, married 
a German who had been treated and cured of the residue of a 
former gonorrhea three months before. She at once became 
aware, in the first weeks of marriage, of a discharge, which was 
soon accompanied by pain; she took to her bed immediately, 
and had an attack of acute perimetritis. .... Examination 
revealed induration in the direction of the left cul-de-sac of the 
vagina, a very profuse muco-purulent discharge, and catarrh of 
both Cowper’s glands. .... 

This case surely allows of doubt, although there is some reason 
for suspecting the gonorrheal origin of the leucorrhea and peri- 
metritis. The attack, in the woman, does not appear to have 
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had a sudden origin, as is common when gonorrhea is communi- 
cated. The train of symptoms will admit of more than the one 
explanation. 

Case IV. In 1867, a brewer, B., was treated by Dr. N. for 
gonorrhea, complicated with orchitis ; after two months of treat- 
ment he was discharged, all traces of the gonorrhea having van- 
ished. ‘Two years later he married a healthy girl from the coun- 
try, who soon began to fail in health. The catamenia became 
more profuse, and were attended by so much pain, that at the 
fifth month after marriage, the woman was confined to her bed 
for eight days. Several weeks later a perimetric effusion was 
found to the left of the uterus. Although the patient did not 
seem to be aware of any vaginal discharge, a muco-purulent se- 
cretion, far exceeding the normal, was found, and a red erosion 
around the external os. ‘Two years later she applied for the 
relief of sterility. ‘There was then a very small erosion on the 
os, a little transparent, viscid secretion, and some slight remains 
of the peritoneal exudation. 

In this case there was no one of the symptoms which are com- 
monly believed to accompany an acute vaginitis, such as is 
caused by gonorrheal infection. We must modify our present 
pathological views, and accept the theory that gleet, of gonor- 
rheal origin, will, by contagion, produce a chronic vaginitis of so 
mild a type as not to attract the attention of the individual in- 
fected. It is certainly not uncommon for a young married wo- 
man, brought from the healthy air and life of the country to a 
crowded city like New York, to fail in health, and to develop 
symptoms of uterine congestion, and ultimately inflammation, 
under the influence of the excessive indulgence in the marital 
pleasures that occurs during the early months of married life. 

Case V. Mr. M. had had gonorrhea of two months’ duration 
one year before marriage. His wife, in perfect health as a girl, 
began to fail soon after marriage, remained sterile, began to have 
pains preceding the catamenia, and, as never before, slight fluor 
albus. At the end of a year the cervix uteri was incised by Dr. 
Sims to facilitate conception. A very profuse hemorrhage oc- 
curred at the time, requiring tamponade of the vagina. A severe 
attack of acute perimetritis followed, confining her to bed for two 
or three months, since which time she has never had a “well day.” 
The uterus was found to be anteverted, and not freely movable ; 
the ovaries were very tender to the touch ; and evidence of an 
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antecedent peritonitis was present. The whole vagina was red, 
and covered with a muco-purulent discharge. . . . . 

I fail to see by what right the attack of perimetritis in this 
woman can be attributed to the gonorrhea that existed in the 
husband years before ; on the other hand, it was directly and in- 
disputably caused by the incision of the cervix, being one of the 
recognized dangers which attend that operation. 

Case VI. Mr. R. had had gonorrhea, two and a half vears 
before marriage, which was completely cured in eight weeks. 
His wife began to fail in health from the day of marriage, com- 
plaining chiefly of abdominal pains, which gradually increased in 
intensity, until, at the end of three months, she was obliged to 
take to her bed, where she lay for eight weeks with inflammation 
of the womb, she said. She remained sterile, and a great suf- 
ferer. The catamenia were regular, and there was very slight 
leucorrhea. The right ovary was found prolapsed, and very 
tender. Catarrh of Cowper’s glands was present, and a little 
creamy discharge in the vagina. 

Here again I fail to detect any symptoms of gonorrhea in the 
wife. 

Case VII. (Communicated by Dr. Simrock.) Mr. S. had 
gonorrhea, of a month’s duration, six months before marriage. 
Four days after the wedding he had a white discharge, of viscid 
character, from the urethra, which yielded to treatment by astrin 
gent injections in eight days. During this period no cohabita- 
tion took place. About six weeks later Mrs. S. was attacked with 
feverish symptoms, and severe abdominal pains, after having had 
leucorrhea for eight days before. Acute perimetritis was diag- 
nosticated. 

I am not disposed to cavil at the connection traced between 
the gonorrhea in the man, if such it was, and the illness of the 
wife in this instance, although the evidence is far from satisfac- 
tory. 

To sum up: In one case (I.) the connection between the gon- 
orrhea in the husband, and the ill health, perimetritis, and steril- 
ity of the wife, is satisfactorily established ; in two cases (IIL, 
VIL.) it is assumed with some reason ; and in the other four it 
is not only unproven, but highly improbable. I have not studied 
critically the remaining cases adduced in the pamphlet, but if 
these may be taken as samples, I would affirm that the facts on 
which Dr. Noeggerath has based his theory do not warrant his 
deductions, 
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I will now turn to the chapter on the “ Relative Fecundity in 
Latent Gonorrhea,” and beg your attention to a comparison that 
is instituted in the third paragraph. After stating that the eighty- 
one women whose cases had been recorded had only thirty-nine 
children, this rate of fecundity is demonstrated to be far below 
the normal by comparing it with the average number of four chil- 
dren that are born to other women in the course of the whole 
period of wedlock. The fact is entirely overlooked that none of 
Dr. Noeggerath’s patients had passed the period of child-bearing ; 
or, to put it more correctly, the great error is made of com- 
paring the fertility of women who have been married from one to 
five or more years, with what has been shown to be the average 
fertility of women in their whole child-bearing period of about 
thirty years. 

It is impossible to adduce a sufficient array of cases to offset 
those given by Dr. Noeggerath in proof of his theory, but I think 
that I have indicated the untrustworthiness of enough of his data, 
and the fallaciousness of some of his reasoning, to justify my 
withholding assent to his views. I do not believe them to be 
true. 

THE PRESIDENT. — Dr. Noeggerath, in his paper, gives a cer- 
tain class of phenomena, which he assumes to be characteristic 
proof of an infection coming from special cause. It is therefore 
proper that we should take the supplemental paper now read in 
connection with the paper previously published. I am sure that 
Dr. Noeggerath is willing to have his paper thoroughly criticised. 

Dr. Jounson, of Washington, D. C. —I wish to call attention 
to the fact that, if the views of Dr. Noeggerath were correct, it 
seems as though the mere instinct of man ought to restrain him 
from so brutal an act as becoming married to a pure woman, 
when aware of the consequences. I know that there is a large 
number of such cases, and I think that, in view of such positive 
statements as have been made by Dr. N., counter-statements 
should be made covering this point. I may state that in con- 
versation with twenty different physicians, who acknowledged 
having had gonorrhea in early life, in no single case had any 
such symptoms, as have been referred to, been developed in 
their wives, and all have had quite large families of children. 
These cases would seem to contradict the positive declarations 
made by Dr. Noeggerath. 

Dr. TALIAFERRO, of Georgia, remarked that he agreed en- 
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tirely with the Secretary in reference to the published cases men- 
tioned and the cases given this morning. He regarded leucor- 
rhea as a natural condition, and one almost universally present 
_ after marriage, occurring as the result of more than the usual 
amount of coition. 

Dr. CHapwick added two cases to those mentioned by Dr. 
Johnson, in which gonorrhea had been present before marriage, 
but one had had a family of four children in four years, and the 
other one child in eighteen months of married life. 

Dr. NOEGGERATH. —I perceive that the contradictions which 
have been raised, are based upon a few single facts. The theory 
which I propose requires careful study and a great deal of ex- 
perience for its recognition. | 

I have mentioned cases where not only two, but six children 

were born of previously infected men. I only state, if I examine 
fourteen men who have had gonorrhea, and whose wives are 
sterile, and find seven out of the fourteen without spermatozoa, 
it is evident the cause of sterility is with the husband and not 
with the wife. These are facts which cannot be denied. There is 
no direct proof for or against my theory in one or in seven cases, 
but if you look over the fifty cases published in my work on latent 
gonorrhea, you will find a certain combination of diseases which 
are only seen to such an extent in women who are married to 
men who have had gonorrhea. Among these I have pointed to 
the prevalence of chronic perimetritis, an affection characterized 
as obscure, regarding symptoms both rational and physical. And 
if I make the diagnosis of chronic perimetritis in a given case, 
there will be probably but few to coincide with my view in the 
matter for reasons enumerated in this paper. 
_ The leucorrhea which sets in after marriage under ordinary 
circumstances is bland, of no consequence, and remains so ; but 
the woman who is married to a man who has had gonorrhea, will 
have only a slight leucorrhea at first, but it will gradually begin 
to irritate the mucous membrane of the vulva, creep up into the 
uterus, and subsequently develop salpingitis, perimetritis, ovari- 
tis, etc. x 

The fact that I can demonstrate the existence of gleet in those 
men is stronger evidence for the theory than can be adduced 
against it. The gleet in the male exists, although not in a de- 
gree to make its appearance at the orifice of the urethra. 

With regard to the question, whether a medical man who once 
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has had gonorrhea has a right to get married, that is a personal 
affair with which I have not to deal. 

After the gentlemen have given five years or more of careful 
study to this question, I shall expect to hear more approval than 
I have done to-day. 
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ON DEATH FROM URINEMIA IN CERTAIN CASES OF 
MALIGNANT DISEASE OF THE UTERUS. 


BY ALFRED WILTSHIRE, M. D., M. R. C. P., LECTURER ON MIDWIFERY AND 
THE DISEASES OF WOMEN AND CHILDREN, AT ST. MARY’S HOSPITAL, 
EPC. ETC: 


“ London, England. 


Mr. PRESIDENT AND GENTLEMEN: Though I am unable, 
I regret to say, to accept the invitation with which you have 
honored me, to be present at the inauguration of a society 
in whose future all who are interested in the advancement 
of medical science must take a deep interest, representing, 
as it does, an important department of practice in a great 
country which is ever in the van of enlightened progress, I 
desire in grateful acknowledgment of your kindness and out 
of respect to some among you whom I have the happy privi- 
lege of counting among my most esteemed friends, to con- 
tribute a very brief note on a mode of death in malignant 
disease of the uterus and adjoining parts, which, though 
doubtless perfectly familiar to every member of your society, 
has not, it appears to me, received sufficient attention from 
the general body of practitioners. 

Those who are unhappily familiar with malignant disease 
of the uterus will have remarked the suddenness with which 
a fatal termination sets in in a certain number of cases, 
which have dragged their weary length along for, it may be, 
many months previously. If such cases are closely ob- 
served, it will be found that, in a considerable number of 
instances, the end is ushered in’ by more or less complete 
suppression of urine, upon which symptoms of uremic coma 
rapidly supervene. 

I have seen several such instances, and notably in those 
cases in which infiltration has invaded the tissues about the 
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front of the cervix uteri; those parts in fact which abut 
upon the posterior wall of the bladder in close proximity to 
the orifices of the ureters. It has seemed to me that the 
encroachment upon the ureters, either in their course or 
where they debouch into the bladder, has, when the obstruc- 
tion of both of those canals has become complete, been at- 
tended by speedy dissolution. 

When any ureter is occluded, it is obvious that symp- 
toms of suppression of urine may be absent, provided the 
kidney of the opposite side be sound, and, so far as I have 
yet observed, I have never recognized dilatation above the 
blocked ureter, or even when both canals have been ob- 
structed. Death appears to come on too rapidly in the 
enfeebled patients in whom this accident occurs, for the ac- 
cumulation of much urine above the point of obstruction. 
I can bring to bear but little post-mortem evidence as to the 
precise method in which the obstruction is effected, but I 
have suspected that it has been, in some cases, by a rapid 
implication of the lymphatic tissues in the neighbourhood, 
similar to phlegmasia dolens in other parts attacked by 
malignant disease. 

In illustration of the occurrence of rapid dissolution in a 
case of malignant disease of the uterus, I may mention the 
particulars of a case which was seen with me by my friend 
Dr. Mundé. The patient, a Mrs. M., had severe epithelioma 
of the lower segment of the uterus, and Dr. Mundé kindly 
operated upon her for me after Simon’s method, scooping 
away the rotten tissues, and subsequently plugging the parts 
with cotton wool, saturated with perchloride of iron. 

A few days after the operation the body and fundus uteri, 
minus the ovaries and broad ligaments, came away bodily, 
the attachments to the vagina having sloughed off. The 
patient recovered from this, and lived for six months in 
pretty fair health, except during the latter portion of the 
time, when symptoms of the recurrence of the malady came 
on. This I treated unavailingly by scraping and by chromic 
acid ; the infiltration of the surrounding parts went on, and 
further measures were desisted from. At last symptoms of 
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uremic coma came on, and there was edema of the super- 
ficial parts of the body. The patient sank rapidly, and at 
the post-mortem examination it was found that the exten- 
sion of the disease had involved both ureters, which were 
occluded, and that the lymphatic glands in the neighborhood 
were also attacked. No dilatation of the ureters was ob- 
served. 

Another case I have quite recently seen in consultation 
with Mr. Dorin, of Clapham ; and. some time ago a similar 
_ one with Dr. Stone. I regret to say that we can do but 
little to avert the fatal issue when the disease has advanced 
far, but in view of this occurrence, we ought in the earlier 
stages to resort to every means in our power to retard the 
progress of the malady, —e. g., by the excellent plan recently 
and most ably advocated by Dr. Marion Sims, at the Annual 
Meeting of the British Medical Association, and by such 
other methods as science propounds and experience sanc- 
tions. | 

There is another therapeutic indication which should not 
be overlooked, towards the close of such cases, and that is, 
to abstain from the use of opiates as far as may be pos- 
sible, cannabis indica, henbane, chloral, and other anodynes 
being preferred when symptoms threatening uremic mis- 
chief supervene. It is only under such circumstances, how- 
ever, that | would withhold morphia, or some other prepara- 
tion of opium, from patients afflicted with cancer, — using 
that word in its broadest sense. I deem it my duty in such 
a hopeless malady to relieve patients of their sufferings in 
every way in my power ; but in doing so one should be care- 
ful not to hasten dissolution by an untimely dose of an opi- 
ate, when symptoms of arrest of renal excretion have mani- 
fested themselves. 

I very much doubt whether catheterism of the ureters, as 
lately proposed by Simon, would: be of any service in these 
cases. The risk of perforation through the diseased tissues 
would be considerable, however carefully the operator pro- 
ceeded, and possibly more harm than good might result from 
the practice. It might, however, be justifiable to explore by 
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means of the finger in the bladder, and the freedom or im- 
plication of one or both ureters might thus be ascertained. 
I fear, nevertheless, that the knowledge thus gained would 
prove of but little service to the patient; for, according to 
my observation, when uremic symptoms are recognizable, 
the end is not far distant. The case I saw with Dr. Stone, 
however, was an exception, for the patient got over the first 
attack, and lived for a fortnight. 


DISCUSSION. 


Dr. Parvin. — With reference to Dr. Wiltshire’s paper, I wish 
merely to state that the method of death mentioned in it has been 
noticed previously by Cruveilhier, Batty of Dublin, and others. 
I myself published a case in 1868, and I then stated that it was 
a condition not to be especially guarded against. I think it is 
really an euthanasia after the long agony which the patient has 
endured from cancer, and I would not seek to ward off death. 
It is a merciful provision of nature when the patient dies from 
uremic poisoning. 

Dr. CAMPBELL tendered thanks to Dr. Wiltshire for his cau- 
tion with regard to the use of opium. He agreed fully with Dr. 
Parvin as to its being a happy result to die unconsciously when 
suffering from a cancerous affection. 

Dr. SKENE. — I was about to call attention to the same point 
to which Dr. Campbell has alluded, but to take exactly the oppo- 
site ground. 

I indorse the views entertained by Dr. Parvin. With relation 
to the use of opium, if the patient be comatose from uremia, or 
from blood poisoning at the termination of a case of cancer of 
the uterus, surely no one would give a dose of opium. But in 
view of the teachings of Dr. Loomis, expressed in his work upon 
diseases of the kidneys and respiratory organs, I see no reason 
why we should withhold opium in case of pain, and it is more 
sustaining and less dangerous than chloral in such cases. We 
can give opium in the advanced stages of Bright’s disease, if pain 
be present ; and I am satisfied that it is not only admissible, but 
that it is the most serviceable agent that we can employ. 

Tue Prestpent. —I will take the liberty of remarking, that 
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a hypodermic injection of morphine is the most valuable agent 
which can be used in uremic convulsions, occurring in the latter 
stages of pregnancy. It is recommended in the book which I 
have published on puerperal diseases, and though criticised by 
some, yet I venture to say that the larger proportion of practi- 
tioners of this city have been convinced that it is one of the most 
reliable resources of which we are possessed. In my experience, 
it has been rare for convulsions to recur after delivery when a 
full hypodermic injection of morphine has been given. Still fur- 
ther, in this city it has been found to be a most useful and valu- 
able agent in the treatment of the convulsions of Bright’s dis- 
ease, unassociated with pregnancy or parturition. 

Dr. Witson added his testimony in confirmation of the state- 
ments made by the President and others, regarding the use of 
opium in the treatment of uremic convulsions. He related a case 
in which, after ether and chloroform had both failed to control 
the convulsions, they were completely arrested by one full hypo- 
dermic injection of morphine. 

Dr. CAMPBELL. — I do not for a moment pretend to deny that 
opium is applicable to the treatment of uremic convulsions, but 
I wished simply to say that I regarded it as a dangerous course 
for the physician to give opium in impending fatal coma. With 
regard to the use of opium, I regard it as the head and front of 
all our sedatives for the relief of convulsive affections. To quiet 
reflex irritability, both peripheral and centric, give me opium first 
and last. 

20 
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CLINICAL MEMOIR ON SOME OF THE GENITAL 
LESIONS OF CHILDBIRTH. 


BY WILLIAM GOODELL, M. D.,, 


Philadelphia, Pa. 


Tue shortness of the time since the foundation of this 
Society, and the heavy toll of work which, as you all well 
know, this busy centennial year has exacted from me, had 
decided me to give up all thoughts of furnishing a contribu- 
tion to the first volume of our Transactions. But I could not 
resist the urgent request of our excellent president, received 
from abroad at the eleventh hour, “ to write something, how- 
ever short.” I beg you, therefore, not to expect an elaborate 
paper, but merely my own personal experience on a vexed 
point of obstetric practice. And I have written less to im- 
part information on this point, than to elicit from the mem- 
bers of this Society an expression of opinion with regard to 
it. 

One not acquainted with the literature on the genital le- 
sions of childbirth, and not practically familiar with the clin- 


ical difficulties besetting their treatment, would @ priorz 


reason that their immediate closure is the only rational way 


of dealing with them. Yet the diversity of opinion on this — 


very point is so striking as to make a discussion of it the 
more needful. 
As far as I can learn from a cursory glance at our text- 


books, the following are the objections urged against the — 


primary operation : — 


1. That fully as many cures take place without the — 
primary operation as with it. For in either case the lochial — 
discharges flow over the edges of the wound, and by their 


acridness prevent union by the first intention. 
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2. That the sutures, by the irritation of their presence 
or by the strangulation of the included flesh, dispose to ery- 
sipelas or to the puerperal phlegmasiz; and that the su- 
ture-tracks form new foci of septic infection. 

3. That from the jagged character of the rent, from the 
bruised, swollen, and bloody condition of the parts, from the 
lack of skilled assistants, and from other clinical difficulties 
which beset a primary operation, it is by no means easy to 
get an accurate coaptation of the raw surfaces. 

To these objections to a primary operation may be added 
a fourth, which, although not expressed in set terms by 
obstetric authors, underlies, as I believe, their teachings, 
namely: the wish of the physician to conceal from his 
patient and from her friends the mishap of a laceration. 

To the first of these objections the best answer lies in the 
aggregate clinical experience of individuals. Toward this 
end I wish to add my quota. 

To the second objection I reply that the fear of septic 
infection entertained by some very excellent physicians 
seems to me to be purely hypothetical. Coincidence must 
have been mistaken for causation, for, although the suture- 
tracks form in one sense new foci of infection, they close up 
a raw surface whose area is vastly larger than theirs. With 
regard to erysipelas and the puerperal phlegmasie, lighted 
up by the irritation of the sutures, I have yet to see or to 
learn of any such complication arising from their use. 

Of these objections, the third one seems to me the most 
sound. Yet it does not in the least invalidate a trial of the 
immediate operation, but simply points out the causes of 
failure. There is no doubt that, for the reasons assigned, 
the primary operation, when the rent extends through the 
sphincter ani, is attended with a smaller measure of suc- 
cess than is the secondary one. But at the same time it 
stands to reason that more rents'would heal by an attempt 
to coaptate their raw edges, than by the let-alone treatment 
on the part of the physician. Granting this, however, to 
be a moot point, yet even then the woman should have 
the benefit of a treatment which at least would check all 
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_ hemorrhage and close up a large raw surface, until it had 
become seared by granulations, and consequently non-ab- 
sorbent. But there is yet another good reason for using the 
suture. Of the many old cases of ununited and complete 
laceration of the perineum I have seen, not one had been 
treated by the suture ; nor had a single one of them any 
union whatever of the perineal portion of the rent, —a par- 
tial success by no means uncommon after the primary or 
the secondary operation, when the coaptation has been im- 
perfect. Now this very union of the anterior portion of the 
rent is of itself no mean advantage. For, although its sub- 
sequent division may be needful in order to cure the recto- 
vaginal fistula, yet, small as it is, it tends, by preventing 
shrinkage and other cicatricial distortion of the parts, to 
make the secondary operation a more successful one. Fur- 
ther, it seems to me far more rational to take advantage of 
the inevitable confinement in bed after labor, and to close 
the wound at once, while its surface is raw, and the maternal 
soft parts are comparatively numb and insensible, than to 
postpone the treatment to a time when the woman shall be 
nursing, when the cicatrized flaps shall demand a tedious 
operation for their denudation, and when a special confine- 
ment in bed will-be needed. 

The best means, however, of settling a vexed question is 
to collect clinical facts bearing upon it.- With that end in 
view, I subjoin my own personal experience. 

Case I. I was sent for by two skillful physicians, to aid 
them in a very difficult first labor. Upon reaching the house 
I found the child born, and the perineum, the sphincter ani, 
and the recto-vaginal septum, for at least an inch, torn 
through. Not having the needful instruments with me, 
some time elapsed before I could close the rent. The edges 
were jagged, and needed considerable pruning with the scis- 
sors, before five interrupted metallic sutures could be satis- 
factorily introduced. The operation was, it is true, performed 
by the faint and flickering light of a tallow candle. Yet I 


think that perfect coaptation was secured, for the lady being — 


under ether, I took my time, and was aided by two skilled 
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assistants. The knees were tied together, the water drawn 
off, and the bowels kept bound secundum artem. But the 
lady was, without exception, the most unreasonable and the 
most unmanageable patient it was ever my ill luck to attend. 
Owing to some imprudence in eating, a violent cramp-colic 
and diarrhea set in on the third day, for which, among other 
remedies, an enema of turpentine was inadvertently given. 
Success was, of course, not expected after this, but the su- 
tures were kept in until the eighth day. Their removal 
revealed a thick band of union anteriorly, but none poste- 
riorly. Three months later, I successfully performed the 
secondary operation. 

CasE II. This was a primipara with a flat pelvis, meas- 
uring four inches in the diagonal conjugate. The head lay 
transversely with the anterior fontanelle lower down than 
the posterior one. The forceps was accurately applied to 
the sides of the head, and the attending physician and I 
took turn about at the handles for over two hours, before 
the head was dragged past the brim. The child was dead, 
It should have been turned, but the opportunity was lost after 
the first few tractions. After delivering the head, my friend 
discovered that a complete rent of the perineum had taken 
place. Upon a vaginal examination, I found also a rent of 
the cervix, which seemed to me to extend into the peritoneal 
cavity ; but this was not verified by my friend. Yet from 
the subsequent history of the case, I think that I was right. 
It was now broad daylight ; and there was no difficulty in 
securing, without ether, complete coaptation of the peri- 
neal rent by five deep and interrupted sutures. The patient’s 
pulse never fell; a few hours later peritonitis, then prevail- 
ing in the city as an epidemic, set in, and the woman died 
on the third or the fourth day. 

Case III. I was asked to see a primipara, in whom, dur- 
ing a difficult forceps labor, the perineum, sphincter ani, and 
recto-vaginal septum had all given way. I never saw a 
worse rent. By the light of a tallow-dip, I trimmed away 
all the jagged edges, snipped off an old pile, whose hard base 
overlapped one edge of the wound, and passed in six sutures. 
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In this case, as well as in the others, the lochial discharges 
so obscured the parts, that I found it very convenient to 
dam them up during the operation, by a sponge pushed high 
up. I did not see the patient again for a week, and then 
found, that although the attending physician had not drawn 
off the urine, but had allowed the lady to make it herself, the 
parts had united up to the fourchette itself. The disuse of 
the catheter had, however, been compensated for by repeated 
vaginal injections of a weak solution of the potassic perman- 
ganate. 

CasE IV. The only complete laceration of the perineum 
in one of my own patients happened in this wise. Owing 
to so small a vulva and vagina as to preclude complete inter- 
course, the lady had for a number of years been barren. So 
infantile in size were these parts, that it was no easy matter 
to introduce the narrowest of bivalve specula, and once, 
on moderately separating the blades, I overstretched and 
tore the upper portion of the vagina. She finally became 
pregnant, and at term labor set in. When the perineum 
began to bulge, I relaxed the tension on it by two fingers of 
the left hand in the rectum, and by delaying the advance of 
the head with my right hand. These measures succeeded 
admirably until the head was crowning, when along with it 
I found the elbow presenting. While engaged with both 
hands in disengaging the forearm, so as to lessen by that 
much the size of the presenting part, a sudden and vio- 
lent pain, finding me off guard, shot the child’s head out. 
The sphincter ani was torn through, and the recto-vaginal 
septum nicked. Sutures of silvered iron wire were at once 
passed in. On the fourth day, some grapes were unfortu- 
nately eaten by my patient, and an evacuation of the bowels 


took place. On examining the parts, I found to my great 
dismay that every suture had snapped, and that the edges of 


the wound were torn open. By unremitting care on my 
part I succeeded in throwing a bridge of granulations over 
the anal gap, and in uniting the severed ends of the sphinc- 
ter muscle. That was all the union gained, but it proved 
enough to secure perfect control over the alvine evacuations. 
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Upon a careful examination of the wire, I found that, 
through some chemical or galvanic action, it had become 
as elastic and brittle as horse-hair. I have since learned 
that, if silvered iron wire be carried long in the pocket, it is 
liable to behave in this manner. The above very unfortu- 
nate experience has since led me to test every metallic su- 
ture before using it, and I should advise others to do the 
same thing. 

Case V. A few days after reading this paper before the 
society, I met with my fifth case of complete laceration, 
which I here take the liberty of interpolating in the origi- 
nal text. A medical friend called upon me one morning 
about noon, and asked me to sew up the perineum of a 
young woman whom he had just delivered. Her first labor, 
which happened two years before, demanded the use of the 
forceps, and her perineum was then torn down to the 
sphincter ani, but not through it. No stitches were used, 
and the rent never closed. Her present labor was a natu- 
ral one, but in spite of great care on the part of her physi- 
cian, the anal muscle gave way before the advancing head, 
and the rent extended very nearly an inch up the recto- 
vaginal septum. The day was a clear one, the bed directly 
in front of a window, and, although ether was not given, I 
had no difficulty in placing three interrupted sutures ex- 
actly where I wished them to be. The lowest one had its 
cutaneous points of entrance and of exit on a level with the 
lower verge of the anal opening. It was also carried by 
two sweeps of the needle through one common puncture in 
the vagina, so as to gird the whole rectal rent and lie buried 
in the flesh. On the sixth day all the sutures were removed. 
Notwithstanding a morning and evening dose of opium, her 
bowels were prematurely opened on the eighth day, and, 
contrary to strict injunctions, she got out of bed to relieve 
them. Four days later I examined the parts with many mis- 
givings, but found perfect union at every point excepting a 
slight gap at the perineal margin of the sphincter ani. This, 
however, healed up by granulation, and the woman has now 
perfect control over her alvine evacuations. 
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This ends my experience with regard to the immediate 
closure of complete lacerations of the perineum. Of the 
primary operation for incomplete lacerations my notes are 
very imperfect, but I must certainly have performed it, in 
my own practice and in that of others, no fewer than twenty 
times. In these cases the sphincter was not torn through, 
but the rent extended either quite down to this muscle, or 
more or less near to it. Of all these, I cannot now recall 
one in which any septic or inflammatory trouble supervened, 
and but one in which the sutures failed to secure union, In 
this one, however, the woman, in a fit of mania, jumped out 
of bed to throw herself out of the window, and had a severe 
struggle with two nurses before she was mastered. As to 
the good result of immediate closure in these cases, I can 
speak very positively, for in every instance I personally re- 
moved the stitches. In most of these cases of laceration, 
the knees were tied together, the water drawn off, and the 
bowels kept bound. 

To my thinking, the foregoing cases show that, while the 
immediate operation does not prove so successful in com- 
plete ruptures as in incomplete ones, yet a far better chance 
of union is afforded in both forms of laceration by the su- 
ture than by the let-alone treatment. Of the truth of this 
conclusion I feel the more certain, because in the patients. 
admitted to an institution of which I am in charge, I have 
found a somewhat larger ratio than one in a hundred of old, 
ununited lacerations of the perineum involving the sphincter 
ani; and in not one of these was there even a narrow band 
of union in the anterior portion of the rent. Again, these 
patients have also exhibited a large number of old, ununited 
lacerations, which extended down to, but not through the 
sphincter. These averages may seem high, but they are 
explainable by the circumstance that many women seek ad- 
mission into this institution for no other reason than the 
severity of their former labors. 

While very confident, then, that the immediate operation 
is the better mode of treating complete and incomplete rents 
of the perineum, I am by no means so sure what should be 
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the course of the physician in lacerations of the recto-vagi- 
nal septum proper. I am not now referring to cases of recto- 
vaginal fistulz, resulting from the sloughs of prolonged pres- 
sure, in which no immediate surgical treatment is practicable, 
and which very generally escape the notice of the physician 
until his patient is out of bed, but to those rarer cases in 
which the septum gives way during labor. Such cases oc- 
cur, as I believe, far more ftequently than is supposed. 
Rents of the vaginal mucous membrane are fully as com- 
mon as those of the perineum, and it is not unreasonable to 
infer that they may frequently extend into the rectum. They 
escape notice because they usually heal up spontaneously, as 
in a case occurring in Winckel’s! hands. Let me illustrate 
the subject by a curious example from my own practice. 

A large-boned and fat’ primipara, aged thirty, went into 
active labor at 10 o'clock, Pp. M., with the -occiput looking to 
the left ilium. In nine hours good -dilatation was gained, 
and I broke the membranes.. The pains were good and the 
head engaged, but refused to descend. JI, as usual, swept 
the margin of the brim with my fingers, but found no obsta- 
cle in the way. Four hours later I applied the forceps, and, 
after half an hour of hard but intermittent traction, got the 
perineum to bulge. At this moment, during a pain of un- 
‘usual intensity, some blood gushed out of the anus. Some- 
thing was plainly wrong, and I at once removed the forceps. 
I passed my finger high up into the rectum, but discovered 
no lesion whatever. Half an hour later the head, which 
seemed strangely immovable, was born obliquely in spite of 
my manual efforts to rotate it anteriorly, and a thick peri- 
neum was very unaccountably torn down to the sphincter. 
Notwithstanding several very strong expulsive efforts, each 
one accompanied by slight gushes of blood from the rec- 
tum, the shoulders failed to descend. Finally, during a pro- 
longed pain, a hand shot out of the anus. It was instantly 
drawn in again with an audible snap, and the child was 
born. I knew that some bone had given way, and so ex- 
pressed myself to the nurse; but to my surprise it proved 

1 Pathology and Treatment of Childbed, Philadelphia, 1876, p. 89. 
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to be, not a fracture of the left arm or the left fore-arm, as I 
had anticipated, but of the vight clavicle. An examination 
of the woman revealed an oblique rent of the recto-vaginal 
septum, mostly on the right of the median line, through 
which two fingers readily passed from the anus into the va- 
gina, The sphincter muscle lay intact, like a bridge thrown 
over a very ugly looking chasm. Finding the vaginal wound 
a very irregular one, and appreciating the difficulties in the 
way of securing accurate coaptation by means of sutures, I 
contented myself with closing up the perineal rent. The 
knees were bound together, the urine drawn off, the bowels 
kept locked, and the vagina syringed out with a weak solu- 
tion of carbolic acid every time the catheter was used. On 
the eighth day the sutures were cut, and on the fourteenth 
the bowels were moved by repeated injections of castor oil 
and soap suds. To my delight both the perineal and vagi- 
nal wounds healed up by first intention, although the woman 
was subsequently found to be syphilitic. To return to the 
child ; the fracture was dressed by a pad in the axilla and 
three adhesive straps. A few days after birth the infant 
broke out from head to foot with syphilitic sores, and died 
on the twentieth day —a frightful mass of corruption. Not- 
withstanding this.disease, the bone was, at the post-mortem, 
found firmly knit. The mother’s breasts now gathered ; one 
of them had to be opened once, and the other fifteen times: 
She eventually got well and fat on corrosive sublimate, arse- 
nic, and iron. | | 


There are a number of cases on record in which the ~— 


child’s hand has forced its way through the recto-vaginal 
septum, and out at the anus. Our president! reports such 
a case. In the one most recently published, the physician 
was obliged to enlarge the opening with a pair of scissors, 
before he could release the arm. But these cases were evi- 
dently ordinary presentations of the hand alongside of the 
head, and consequently no bones were broken. The only 
way that I can account for the fracture of the right, of 


1 Puerperal Diseases, p. 42. 
4 Annales de Gynécologie, June, 1876, p. 402. 
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pubic, clavicle in a first position of the vertex, and for the 
instantaneous withdrawal of the hand from the anus, is as 
follows, —and I am the more inclined to accept it, because 
at no stage of labor could I feel a finger or hand: The right 
fore-arm must have been caught behind and athwart the 
nape of the neck. As the head descended, the projecting 
hand forced its way through the vaginal wall, and was firmly 
buttoned by the rent. As the shoulders advanced, the fore- 
arm was necessarily dragged over the child’s back, causing, 
as Dugés! has pointed out in analagous breech-cases, an in- 
evitable fracture of the corresponding clavicle. 

More is often learned by our mishaps than by our suc- 
cesses, and I have been led to narrate these cases with the 
hope that the discussion elicited by them will be the means 
of settling some points in obstetric practice, yet undeter- 
mined. 


DISCUSSION. 


Dr. Emmet remarked that, in the interest of the profession, 
delay in closing the laceration was advisable, but the interest of 
the patient required that it should be closed as soon as possible 
after the child was born. His practice had for many years been 
in accordance with this belief. 

Dr. CAMPBELL advocated immediate closure, especially in par- 
tial lacerations. 

Dr. WILSON said that, in a number of his cases, where the 
rupture does not extend through the sphincter ani, and up the 
recto-vaginal septum, spontaneous cure had taken place without 
the introduction of sutures. The immediate closure is probably 
the best practice ; but when the woman has gone through a te- 
dious. labor, is terrified, perhaps, by the loss of her child, it is 
often better to delay the operation. Ina large majority of cases, 
however, the operation should be performed immediately. 

Dr. SKENE thought that there was no greater terror for a 
’ woman than to be told that she was in danger of having prolapse 
of the uterus, and of requiring a secondary operation. He could 
hardly conceive that a doubt could be entertained about the pro- 
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priety of closing a lacerated perineum immediately with sutures. 
He then related a case where union took place under very un- 
promising conditions, namely, there had been a former rupture, 
and the old scar was torn to some extent, and the external geni- 
tals were covered with varicose veins. Perfect union, however, 
took place. The patient became pregnant a third time, and Pro- 
fessor White advised the induction of premature labor, in the 
hope of avoiding a repetition of her previous misfortunes. Ac- 
cordingly, he brought on labor forty days before the completion 
of her term of utero-gestation. ‘The labor being very tedious, it 
was necessary to use forceps to deliver her. The perineum was 
ruptured again, and was immediately closed by sutures, and good 
union obtained. 

This makes three times that the patient had sustained rupture 
of the perineum. The last two times the primary operation was 
- performed, and the desired results obtained. Dr. Skene had 
never found it necessary to trim the edges of the wound, and be- 
lieved that better results would be obtained without preparing the ~ 
edges than would be obtained with trimming and paring. 

Dr. JENKsS had operated in a large number of cases of recent 
laceration of the perineum, and should, in future, distinguish be- 
tween the cases upon which he should operate. His experience 
had been that union invariably took place when the labor had 
been rapid, whether by the aid of the forceps or naturally. He 
had not, however, succeeded when the labor had been prolonged, 
and the parts been subjected to protracted manipulation and 
pressure. Under such circumstances he did not unite the edges 
of the laceration with the expectation of securing union, although 
it might occasionally occur. 

Dr. Howarp said that he had been more successful with the 
primary, than the secondary operation. His cases had also healed 
perfectly when united two or three hours after the accident ; and 
if he came in contact with a case twenty-four hours after its rup- 
ture, he would not hesitate to sew up the wound with sutures. 
In a majority of cases in which he had trusted that position 
would bring the edges of the laceration in contact, union had not 

taken place. | 
_ He approved of trimming the edges of the wound. He also 
thought it important that the sutures in the primary operation 
should not be brought together too tightly, but that there should — 
be a little allowance for swelling of the parts, as pointed out by — 
Dr. Goodell. 


~ 
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Dr. ATLEE inquired of Dr. Goodell, whether he had had any 
experience in the coaptation of the injured parts, five, six, or 
seven days after the laceration had occurred? __ 

Dr. GOoDELL replied that he had had no experience in that 
direction. With regard to trimming the edges of the wound that 
had been referred to, he had meant the mucous edges of the rent 
simply. In one case, he had severed an isolated piece of skin 
which hung down into the rent. His custom had been to apply 
the sutures as soon after the removal of the placenta as he could 
get a needle. In one case there was a delay of two hours ; and 
in another of three or four hours, the latter being one in which 
there was the best result. Dr. Goodell further remarked that in 
those cases of delayed labor, commonly instrumental cases, the 
resistance was not at the perineum, but in the bony canal, and he 
was not able to see that the perineum would be so seriously con- 
tused as to endanger the union of the parts in case of laceration, 
and he had never hesitated to close the wound in such cases 
as soon as possible. His experience had been that the accident 
occurred chiefly in forceps cases, and he could recollect but one 
instance in which there was not good union. 
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HERMAPHRODITISM. 


BY LAWSON TAIT, F.R.C.S., SURGEON TO THE BIRMINGHAM AND 
MIDLAND HOSPITAL FOR WOMEN, 


Birmingham, England. ~ 


Cases of malformation of the genital organs, in which 
there have been doubts as to the sex of the individuals, have 
been placed in two categories: those in which the external 
organs have been affected, where only an external examina- — 
tion has been possible ; and those in which a post-mortem ~ 
examination has revealed the actual presence of the organs — 
of both sexes in the same individual. The first class of — 
cases are infinitely more numerous than the second, and — 
it has been roughly designated as _“ spurious hermaphrodit- 
ism,” a term, the very composition of which is enough to 
condemn it. These cases are nearly all mere arrests of de- 
velopment, in no way resembling cases of true bisexuality — 
except to the inexperienced observer, a small minority being 
cases of over-developrnent, or hypererchesis. The use of — 
the term “spurious hermaphroditism” ought, therefore, to 
be discontinued. 

In all cases of malformation of the external genitals, when ~ 
the sex is doubtful, it is a good rule to assume that the child — 
is a male until the contrary can be shown, for in this way — 


arrives at the age of marriage, he will have learned, from the — 
education which all men go through soon after puberty, 5 
whether or not he has marital capacity ; and if he finds that 
he has not, he will not attempt to enter married life. 
But the majority of women enter the married state with but — 
a very hazy notion of what its functions are, a misfortune to 
which many of their special diseases may be attributed. If . 
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a malformed male, therefore, should be brought up as a 
woman, he might enter— and in very many instances actu- 
ally has entered — the state of marriage utterly unaware of 
his misfortune. | 

Cases of extroversion of the bladder, a deformity which 
occurs much more frequently in male than in female chil- 
dren, have been set down as one of the forms of spurious 
hermaphroditism, which renders the determination of the sex 
difficult. But in those cases where it really is difficult, the 
arrest of development is so great as to render any question 
of marriage quite impossible. So, also, we may dismiss the 
cases where the penis has become adherent to the scrotum, 
or otherwise severed by integument, for such cases will re- 
veal themselves at puberty, and no greater misfortune will 
have been experienced than an error of nomenclature. 

The real difficulties occur in the third class, where the de- 
formity is due to an arrest of development, causing incom- 
plete closure of the genital raphé. These malformations 
are, in fact, a reversion of type to those classes of animals 
in which there is a cloaca, or common outlet for the genito- 
urinary apparatus and the intestinal canal. The two folds, 
which are developed from the walls of the cloaca early in 
the life of the human embryo, unite more or less imper- 
fectly, and the results vary according to the degree of the 
imperfection. Thus, if the first pair of folds do not unite, 
the cloacal arrangement of the bird is returned, whilst if 
the second folds remain separate anteriorly from the pelvic 
portion, the separate arrangement of the urinary and gen- 
ital canals seen in females, where the vulva only forms the 
common canal, is established. The sexual differences, so far 
as the external genitals are concerned, date from this point ; 
the organs of the male, by which the genito-urinary track is 
continued through a common tube from the pelvis, being 
formed by a further union of ‘the anterior folds. Other 
changes of course take place on the surfaces of the Woolfian 
bodies, where the same structures are developed into ovaries 
or testicles, as the case may be. If, then, we have testicles 
formed in the abdomen, whilst the anterior cloacal folds do 
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not unite further than their pelvic portion, we have a prod- 
uct which is the kind of spurious hermaphroditism now 
under consideration. 

When a case of this kind presents itself, its most striking 
feature is a median cleft with two lateral eminences, which 
look exactly like the orifice of a vagina bounded by its two 
labia. At the anterior commissure is a stunted penis, which 
may be mistaken for a hypertrophied clitoris. But if the 
structures be examined carefully, there will usually be no 
difficulty in determining that this fissure is merely the open 
urethra, the supposed clitoris being grooved in the same way 
that the glans of the penis is in hypospadias. If there bea 
cloaca, the nature of the case is beyond doubt; and this is 
also the case if testicles can be found in the cleft scrotum, 
the halves of which represent the labia. But in many of 
these cases the testicles either do not descend at all, or do 
so only incompletely, and they must therefore be searched 
for carefully in the inguinal canal. If they are not to be 
discovered, then, having found the urinary orifice, a separate 
genital canal must be looked for, and unless it can be de- 
monstrated, the suspicion must be entertained that the child 
is a male. But it must be borne in mind that there is a 
peculiar union of the labia minora (cellular atresia, to be af- 
terwards described) which may completely hide the genital 
orifice. I have been three times called in to give an opinion 
on the sex of children, when this cellular atresia of the 
nymphz constituted the whole difficulty. When this condi- 
tion exists, there is always a space behind the urinary orifice 
which is suggestive of its existence, and a touch of the knife 
will decide it at once, without the possibility of doing mis- 
chief. If, after this, no genital orifice can be discovered, let 
the patient be considered as a male; for, if brought up 
amongst males, but little harm can come to him. If, how- 
ever, an individual were brought up amongst girls, who 
turned out to be a semi-competent male, no end of mischief 
might accrue, as is amply proved in the case of Madelaine 
Mugnoz, the nun of Ubeda, who suffered death for rape. 


I was consulted in the case of a prisoner, in the... . 
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prison, who was confined on the male side, and who for 
thirty-seven years had passed as a male, but I detected a 
small, yet quite distinct genital canal behind the urinary ori- 
fice, which was decisive of the person being a woman. I 
obtained a photograph of her naked, and the outlines of the 
figure, having the wide pelvis, narrow chest, and in-turned 
thighs, quite confirmed my opinion. No appearance of men- 
struation had ever been noticed, and she had never enter- 
tained any partiality for either sex, — facts, probably due to 
an infantile condition of the internal organs, as marked as 
that of the external. The facts were fully placed before her, 
but she begged of us never to reveal her secret, and she 
served out her time as a male convict. She was of strong 
and robust frame, so that no harm was done. 

Deformities of the external genitals of female children 
are much less complicated, and less likely to lead to mis- 
takes than those already described. Only two varieties of 
malformation have been described as of importance, that in 
which the clitoris is abnormally enlarged, and that in which 
the cervix uteri is elongated and protrudes. I have now in 
my possession a preparation of a newly-born child, in which 
the cervix is protruding from the vulva nearly a centimeter, 
but I can hardly imagine such a protrusion being. mistaken 
for a penis, save by a very careless and hasty observer. 
Even in the case of Marguerite Malaun, described in the 
“ Philosophical Transactions” of London for 1686, where 
the cervix is stated to have been seven inches long, we can 
only accept the mistake as being due to the credulity of the 
observers.} 

Abnormal development of the clitoris has come under my 
- notice several times, and in a young infant it certainly has a 
startling resemblance to the small organ of a male child, on 
superficial examination ; but the separation of the labia at 


1 From the 7ransactions of the Royal Society, vol. iii., p. 356, I trans- 
late the following: ‘“‘ The member (penis) is well formed, except that 
it has no prepuce, and that there is no appearance of testicles. The 
menstrual blood also flows from its orifice. After having consulted 
Messieurs the Vicars General, we made him dress himself as a man!” 

21 
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once reveals the orifice of the genital canal behind that of 
the urethra. If cellular adhesion of the nymphz should co- 
exist with enlargement of the clitoris, a combination not im- 
possible, but hitherto unrecorded, unless we accept the 
anomalous case recorded by Arnaud in his “ Dissertation 
sur les Hermaphrodites ” (p. 265), as an instance, a mistake 
would be possible; but all doubt would certainly be removed 
at the first occurrence of menstruation, as it was in Arnaud’s 
case. Even with this combination, however, a scratch with 
the surgeon’s knife would at once remove all possibility of 
error. 

If the law of evolution embraces all organized structures, 
and its details have now been so fully worked out that we 
may assume that it does, we must accept Darwin’s theory of 
the descent of man. This acceptance at once becomes the 
explanation of the occasional occurrence of bisexual verte- 
brates, and consequently of true hermaphroditism in human 
individuals. Conversely, the occurrence of such malforma- 
tions may be offered as one amongst the many proofs, which 
are being accumulated from every quarter in favor of Dar- 
win’s theory, for they must be regarded as reversions of 
type. In the vegetable kingdom the majority of the species 
are bisexual, though modern investigations have shown most 
ingenious contrivances to secure the advantages of cross-fer- 
tilization. Even in the more complex organisms of the ani- 
mal kingdom, bisexuality is met with as high up as the Nudi- 
branchiata, whilst in the next sub-order, the Prosobranchiata, 
most of the groups are unisexual. In the Cephalopoda, where 
other great advances in structure are indicated, unisexu- 
ality is the rule. From this point, a symmetrically double 
body is introduced into the schema, though it is met with 
also in the insecta, and the sexual organs are double, one in 
each half of the body. But as in the insecta, where unisex- 
uality is the rule, hermaphroditism occurs with some fre- 
quency ; so it does in the lower vertebrates, the frequency of 
the malformation diminishing, until in man true hermaphro- 
ditism is found very rarely. In all cases of hermaphroditism 
in animals, where unisexuality of the individuals is the rule, 
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the doubly sexed organs are always imperfect, even in in- 
sects ; and in most of the cases recorded in birds, there has 
been on the male side only a convoluted seminal tube, and 
no testicle ; so that the tube might have been taken for an 
aborted oviduct, had it not been, as in one of Simpson’s 
cases, for the coincident presence of the characteristic epi- 
thelial appendages of the male. In Simpson’s second case, 
I do not think there was any evidence of true hermaphro- 
ditism. 

The human testicle and ovary being developed from the 
same blastema, and being really the same organ, it is not sur- 
prising that occasionally reversions of type should occur, so 
that an immature testicle should appear on the one side and 
an imperfect ovary on the other. According to Simpson, the 
ovary in these cases appears generally on the left side. This 
distinguished author has collected from many sources a large 
number of cases, the descriptions of some of which are 
not above suspicion, but in others, especially that recorded 
by Dr. Banon, in the “ Dublin Medical Journal,” for 1862, 
the facts are beyond dispute, for the examination of the tex- 
tures of the gland on either side by the microscope, com- 
pletely established that one was an ovary, and that the other 
was a testicle, though both were so immature as to-contain 
no perfect products. There was an imperforate penis, the 
urethra opening at its root, and behind this a genital canal, 
closed by a perfect crescentic hymen, a fact which at once 
removes the case from the classes of spurious hermaphrodites 
already described. This genital canal led up to a small, 
well-formed uterus, with normal relations to the bladder, 
rectum, and peritoneum, and having at its left corner a per- 
fect Fallopian tube with a corpus fimbriatum. In relation 
with this there was an ovary. There was neither tube nor 
ovary on the right side, but a testicle containing the charac- 
teristic tubercles, and provided with an epididymis and vas 
deferens. _ Simpson calls this true lateral hermaphroditism ; 
and he further describes what he calls true transverse her- 
maphroditism,—that is, where the internal organs, testicles, 


1 Encyclop. Anat. and Physiol. 
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or ovaries are alike on the two sides, but the external organs 
represent appearances somewhat like those of the other 
sex. But it is not clear in any of the cases he quotes that 
the malformation was anything more than an extension of 
the characters of spurious hermaphroditism; and as the 
glandular element must always be considered as the chief 
element of sex, it is not a philosophical proceeding to say 
that both sexes are represented unless both a testicle and 
an ovary are present. Even when the clitoris is perforated 
by a urethra as far as the glans, the condition is only that 
seen normally in the loris gracilis. 

In Simpson’s third variety, to which he gives the name 
of “true double or vertical hermaphroditism,” he describes 
the presence of a gland of each sex as present on both sides, 
or, as he says, “actual sexual duplicity.” Without denying 
the possibility of such an occurrence, I must say that I 
think it very unlikely ; and I have no hesitation in saying 
that none of the cases he quotes justifies the establishment 
of this variety. The most complete record is the case re- 
corded by Vrolik ; and he distinctly states that neither in 
the structure which he supposed to be testicle, nor in that 
considered to be ovary, did he find a trace of histological 
evidence of the nature of the gland. Mere anatomical posi- 
tion goes for nothing in such a case, for the ovary descends 
sometimes in the same way as does the testicle, for it also 
has a gubernaculum. It must also be borne in mind, that 
occasionally appendices both to testicle and ovary are met 
with, giving the appearance as if the individual had three, or 
even four testicles or ovaries. If such a condition were met 
with in a hypospadic male, who had at the same time an en- 
larged prostatic utriculus, as many of the cases quoted by 
Simpson undoubtedly had ; and if at the same time the tes- 
ticular appendix did not descend with the true testicle, the 
appearances would be exactly as described in most of Simp- 
son's cases, and yet there would be not the slightest reason 
for the statement that both kinds of glands were present. 
The only satisfactory test is that of microscopic examina- 
tion, and so far the evidence goes to show that there is only 
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one kind of true hermaphroditism, that in which there is an 
ovary on the one side and a testicle on the other. 

The cases lately reported by Leopold, of Leipsic, and C. 
E. Bluderhill, of Edinburgh, being clearly cases of descent of 
undeveloped ovaries into the inguinal canal, are instances of 
hypererchesis. 
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CASES OF CYSTIC TUMORS OF THE ABDO- 
MEN AND PELVIS. 


BY GEORGE H. BIXBY, M. D., 
Boston, Mass. 


Case I. Mrs. H., aged thirty-nine, a resident of Boston, 
consulted Dr. Mack, of St. Catherine’s, Ontario, for an ob- 
scure pelvic tumor. On the following day I was called in 
consultation. The patient was of dark complexion and ner- 
vous temperament. Menstruation, which first appeared at 
eighteen, and recurred at intervals of three weeks, was 
scanty and painless. In her youth she was unusually fond 
of out-of-door sports, and later in life indulged in horseback 
exercise. She was married at twenty-two, and supposed she 
miscarried two years later. Seven years previously, while 
under the care of Professor Byford for uterine disease, she 
became the subject of hematocele, but shortly after passed 
out of his hands. For two years, Mrs. H. had been suffer- 
ing from a peculiar pain in the left ovarian region, and also 
from renal and vesical derangements. She described the 
pain as occurring in paroxysms, at first light, gradually in- 
creasing in intensity, until almost insupportable, then as 
gradually subsiding. Soon after the occurrence of the above 
symptoms, her attention was directed to a tumor the size of 
a small orange at the seat of the pain. In the dorsal posi- 
tion, with limbs flexed, percussion gave evidence of a well 
defined dullness in the left ovarian and super-pubic regions, 
and by bimanual palpitation, unmistakable fluctuation. The 
uterus was fixed and lateroverted to the right; its cavity 
two and one half inches in depth. Exploratory puncture 
(through Douglas’s fossa) with a small trocar by Dr. Mack, 
confirmed the existence of fluid. Three pints of a light, 
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straw-colored serum were withdrawn by aspiration, which 
completely emptied the cyst. The result of an analysis by 
Dr. Fitz, of Boston, was as follows: “ A clear, light, reddish- 
brown, odorless, slightly alkaline fluid, sp. gr. 1020; ab- 
sence of sediment; abundance of albumen, it becoming 
solid on boiling; abundant chlorides and sulphates. Mi- 
croscope reveals numerous oil globules, a few round cells 
with large nuclei, and a small amount of granular proto- 
plasm ; an occasional granular corpuscle. If it be a ques- 
tion between ascitic, or ovarian, the latter is probable.” 
Notwithstanding this result, we were disposed to consider 
the case one of encysted dropsy of the peritoneum following 
hematocele. Being now intrusted to my care, she was or- 
dered rest in bed; no treatment. Not the slightest reaction 
followed the operation, and in the course of three weeks she 
resumed her ordinary duties. 

Dr. Mack was disposed to attribute much of the pain, as 
well as the renal derangements, to pressure upon the nervous 
filaments of the tissues in the vicinity of the cyst. The de- 
scription of the pain, and the renal and vesical symptoms, 
were at least suggestive of some interference with the func- 
tions of the ureter by pressure from the cyst. 

The following letter from Dr. Byford, received since the 
operation, tended to confirm the diagnosis : “ Dear Doctor, I 
can emphatically indorse your diagnosis and proposed treat- 
ment. In my own practice, I have met with but two cases 
of serous accumulation after hematocele. One was cured 
by a single tapping with the aspirator, the other by merely 
establishing a permanent drain from the cavity. In the last 
case, re-accumulation took place ; I then punctured with a 
large trocar, and passed through the canula a flexible cathe- 
ter, and left it in position. The cure was effected in about 
three weeks by simply passing a probe through the opening 
‘to prevent it from closing. Gradual contraction and obliter- 
ation took place without any local or constitutional disturb- 
ance. I should be inclined to repeat this method rather 
than inject the cavity.” 

I am also indebted to Dr. Byford for the history of the 


328 CYSTIC TUMORS OF THE ABDOMEN AND PELVIS. 


following case, which came under his observation, in the 
practice of Dr. H. Webster Jones, of Chicago : — 

“Mrs. S. D., when about sixteen years of age, after ex- 
posure upon a skating frolic, experienced suppression of the 
menses, became chlorotic, and remained so for months, 
meantime suffering from a large chronic abscess of the 
right thigh, which confined her to the house for nearly a 
year. During this detention she became irregularly and 
scantily ‘unwell,’ but grew into a more and more normal 
state during subsequent years, until at twenty-two she mar- 
ried. At this time menstruation was regular, but scant and 
protracted in its manifestation. 

“A few weeks after marriage she was seized with a sup- 
posed peritonitis, acute in inception, but prolonged as to re- 
sults, so as to leave her feeble, and incapable of exercise, 
nervous, and with frequent and oppressive pelvic pains, 
which were always aggravated at menstrual seasons. In 
August, 1873, I was first called to her, when she had been 
already invalided about two years. My observations then 
included a cachectic aspect, a cold, clammy skin, a feeble and 
rapid pulse, great general excitability, and limited ability to 
endure exercise, either in walking or the carriage. Indeed, 
her determination alone kept Mrs. S. from being bedridden. 
Inquiry disclosed chronic rectitis, and vaginal exploration 
revealed a soft fluctuating tumor occupying the region of 
Douglas’s cul-de-sac, pushing the uterus forward and down- 
ward, perceptible externally-in front of the sacral promon- 
tory. Three hypotheses arose concerning the nature of 
this tumor; first, it might be a cyst of the broad ligament ; 
second, an ovarian cyst; or third, an abscess arising from 
an old hematoma. The decision as to what was to be done 
with it, was left with Professor Byford, who examined the 
case with me August 24, 1873, and punctured the tumor 
through the vagina with the aspirator needle. The fluid 
withdrawn (about a pint and a half) was clear, inodorous, 
sp. gr. 1030, and contained little or no albumen.’ No tumor 
remained, and the uterus resumed its place. By the oth of 
September it had refilled, to the great annoyance of the pa- 
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tient, who had experienced great relief from the operation. 
On that day Professor Byford punctured the sac with a 
curved trocar, withdrew a half pint of thin, ill-smelling, 
semi-purulent serum, which was highly albuminous. A flex- 
ible catheter was introduced through the canula, and through 
the former daily injections of iodine water, and other mild, 
disinfecting fluids, were given till the 20th of October, when 
the tubes could no longer be retained, or the orifice be pene- 
trated. Small discharges of pus occurred spontaneously in 
November, December, and February, preceded by a few 
days of fever and pelvic pains, since which Mrs. S. has 
steadily improved in health.” 

The literature of the subject of encysted dropsy of the 
peritoneum, is extremely meagre. 

Under the head of ‘“ Heterologous Formations, and an 
Anomalous Occurrence of Cellular and Serous Tissue,” 
Rokitansky ! thus observes: “This appears on the _ peri- 
_toneum in the shape of the above mentioned organizing 
processes of a plastic character, and especially as serous 
cysts, in which case the pseudo-membrane includes, during 
its organization, a portion of the fluid exudation, and re- 
ceives an internal serous investment. Such bladders are 
either connected with the peritoneum by means of a neck 
or stalk, or adhere to it by a broad base. In rare cases we 
find cysts with various contents, as new formations on cer- 
tain portions of the peritoneum, and then frequently on the 
omentum.” 

Dr. Peaslee, in his work on Ovarian Tumors,? under the 
head of “ Encysted Dropsy of the Peritoneum,” speaks of 
this affection as being extremely rare, two cases only having 
come under his observation, one in each sex. Boinet ? has 
seen three cases, two in men, and one in a woman. Dr. 
Peaslee says: “The disease is preceded and produced by 
peritonitis. The fluid lies above (in front of) the intestines, 
the latter being bound down by adhesions, and sometimes 


1 Pathological Anatomy, vol. ii., p. 28, 1855. 
2 Ovarian Tumors, p. 155, 1872. 
8 Traité pratique des Maladies des Ovaires, Paris, 1867, p. 168. 
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extends over the whole anterior aspect of the abdomen, 
being divided into several divisions ; while in other cases it 
is bounded by narrow limits. Depressions are sometimes 
felt on the surface corresponding to the dissepiments, if 
there be any. The abdomen is not prominent, but flat. 
Fluctuation is weak and limited, and does not change its 
relations in changing the position of the patient. It does 
not interfere with respiration or digestion, like an ovarian 
cyst, and is never attended by edema of the lower extremi- 
ties, or enlargement of the abdominal veins.” 

Mr. T. Spencer Wells 1 made an exploratory incision in a 
case of this kind, evacuated the cyst, and the patient recov- 
ered. Dr. Washington L. Atlee, under the head of “ Peri- 
toneal Inflammatory Cysts,”’? prefaces the history of two 
interesting cases as follows: “In this particular form of 
cysts, the inflammation is localized in a part of the peri- 
toneum, or of the sub-peritoneal tissues, and is followed by 
an effusion of fluid, which is imprisoned in pockets formed 
by an agglutination of the serous surfaces, or accumulates 
in the areolar tissue, and separates large portions of the 
peritoneum from their attachments; thus, in either case, 
forming a cystic tumor, which is difficult to distinguish from 
an ordinary ovarian cyst. This is a very different state of 


‘ 


things from that which occurs in ascites, or which is associ- — 


ated with tubercular peritonitis, as the fluid does not occupy 
the whole peritoneal cavity, but is inclosed within a distinct 
cyst, which is projected into the general cavity of the abdo- 
men. So far as my experience goes, these inflammatory cysts 
originate in the region of the pelvis. The locality of the 
disease, therefore, corresponds with that of an ovarian tumor, 
—hence the difficulty of diagnosis is increased. The in- 
flammatory cyst, however, is sensitive to pressure, and more 
or less immovable. It is accompanied, also, by pain, great 
constitutional disturbance, emaciation, and the usual symp- 
toms of acute disease. An ovarian cyst, unless in a state of 
inflammation, is usually free from tenderness, is more or less 


1 Med. Chirug. Trans., vol. lxv., Case x 
2 Ovarian Tumors, p. 160. 
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movable, and does not so rapidly impair the general health. 
Still, there are cases even of ovarian cysts, which, in their 
origin and progress, partake of the acute character of the 
peritoneal inflammatory cyst, and cause as rapid a depreci- 
ation of the vital powers. The inflammatory cyst, like the 
Ovarian, is sometimes submerged in ascitic fluid. Whenever 
doubt exists respecting the nature of the disease, tapping 
may be resorted to, and the diagnosis may be made by an 
examination of the fluid. Should gastrotomy be undertaken 
in a case of inflammatory cyst, the operator will soon per- 
ceive, on exposing it, that he has not encountered an ovarian 
tumor. Instead of the dense, shining, white surface of an 
ovarian cyst, or the pink-reddish color of a fibro-cyst, he will 
see a dull, brownish-colored tumor, having an extensive area 
of attachments, non-pedunculate, whose removal will be 
found to be impossible.” Dr. Robert Barnes,! in his work 
on “ Diseases of Women,” thus writes: “ There is a form of 
encysted dropsy, the result of peritonitis, in which the peri- 
toneum of the pelvic organs may or may not be involved. 
Peritonitis may be greatly limited to a portion of the omen- 
tum, and of the small intestines covered by it. Plastic mat- 
ter may be so thrown out as to form a cavity or cyst between 
these parts in which serum is imprisoned. I saw a case 
which I concluded to be of this kind some years ago in con- 
sultation with Dr. Clapton and Mr. Litchfield, of Twicken- 
ham. There was a large tumor in the right flank, passing 
across the median line, and giving fluctuation, which could 
be traced downwards to the iliac fossa. It had been looked 
upon as certainly ovarian. The circumstances that made 
me doubt were the rapidity with which the tumor had 
formed ; the severe attendant pain, and history of fever; a 
certain singular thickness and doughiness of part of the 
walls ; and the more marked lateral site of the tumor than 
is usually found in ovarian cysts. I punctured the cyst, and 
in doing so it required some confidence in one’s diagnosis, 
for the trocar had to be made to penetrate considerably 
deeper than is usually necessary in the case of ovarian 


1 Medical and Surgical Diseases of Women, Phila., 1874, p. 318. 
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cysts, which lie close behind the abdominal wall. A quart 
or more of horribly stinking putrid serum escaped, so that 
we suspected there had been a perforation of the intestine 
into the peritoneum as the cause of the inflammation. The 
entire disappearance of the tumor and recovery of the pa- 
tient lent confirmation of the diagnosis arrived at. In en- 
cysted dropsy, the serum drawn off will coagulate by heat, 
or sometimes without.” 

Encysted dropsy of the peritoneum may also exist as a 
reliquium of retro-uterine hematocele. We gather from 
these varied experiences the following conclusions, namely, 
that encysted dropsy of the peritoneum is a rare affection ; 
is preceded by peritonitis and pelvic hematocele ; is situated 
more frequently in the pelvis, laterally, centrally, or both, at 
the same time ; may coexist with general ascitis ; is attended 
or not with grave constitutional symptoms; that the con- 
tents of the cyst are generally serum, having the ordinary 
characteristics of ascitic fluid, or of a purulent, offensive 
nature. The treatment in the first class has been by sim- 
ple evacuation and abdominal section, in the second, by 
drainage, disinfecting injections, etc. 

Case II. Mrs. M., aged 54, a native of Connecticut, was 
referred to me by the late Dr. Trailor of Cape Girardeau, 
Mo., for an obscure abdominal tumor. The patient was of 
medium stature, dark complexion, sallow and emaciated. 
Her mother died of diabetes. Menstruation appeared in the 
eleventh year, was irregular the first few months, and vi- 
carious from the nose and lungs from the thirteenth to the 
fifteenth year. She was married at twenty-two, gave birth 
to five living children, had two miscarriages with twins 
within a year, both of which were attended with profuse 
hemorrhage. The children were all nursed not far from 
nine months. The climacteric was reached at the age of 
fifty. The last twenty years of her life were spent in a 
highly malarious region. She had always suffered from 
chronic hepatic derangements, more especially since her 
residence in the West. The last six years her disease as- 
sumed an intermittent character, with a tendency to chronic 
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diarrhea. In 1873, her attention was directed to a promi- 
nence, the size of a small orange, in the right hepatic re- 
gion, immediately below the diaphragm. The tumor in- 
creased slowly but steadily, and when seen by Dr. Trailor, 
in 1875, had nearly reached the ovarian region, being about 
the size of a fetal head. 

I saw the patient in November of the same year. The 
abdomen was generally enlarged, measuring twenty-four 
inches in circumference; superficial palpation showed a 
sharply defined, ovoid-shaped, fluctuating tumor in the right 
ovarian region, extending upward toward the diaphragm. 
The area of dullness measured eight inches in length, by five 
in width, and was well defined, showing the tumor to bea 
smooth, spherical body, confined to one side; on palpation 
and gentle pressure, a peculiar crepitant sensation, quite 
audible, was imparted to the touch, that suggested the con- 
finement of air in cellular tissue. These sounds did not 
vary upon a change of position. By bimanual palpation 
the signs of fluctuation were very indistinct through Doug- 
las’s fossa, The uterus, in a condition of senile atrophy, 
moved easily in all directions, and was apparently uncon- 
nected with the tumor. I removed by aspiration, through 
the abdominal walls, a few ounces of the contents. The 
fluid was of a yellow-brown color, and held in suspension 
a large number of glistening crystals. 

Report of the analysis by Dr. Fitz: “ Yellow color, with 
exception of numerous glistening specks, which proved to 
be cholesterine crystals. Sp. gr. 1022, absence of coagula; 
a white, flocculent sediment, mainly cholesterine. There 
was an abundance of albumen. The microscope showed 
occasional round cells, and many others of the same size 
fatty degenerated ; granular corpuscles ; swollen lymphoid 
cells, to a moderate extent, and a few corpuscles. The fluid 
might come from an ovarian cyst, the dermoid character 
of which is possible, though not probable, as hairs and scaly 
epithelium were wanting. Diagnosis, probably ovarian.” 
Two weeks after this date, Dr. Kimball saw the case with 
me, and suggested a complete evacuation with the aspirator. 
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This was accordingly done, and five pints of fluid withdrawn, 
similar in quality to that of the former occasion. The ex- 
treme emaciation rendered an exploration of the abdominal 
and pelvic cavities unusually favorable. The collapsed ab- 
dominal wall felt precisely like soft leather. 

After repeated attempts, bimanually and. otherwise, not 
the slightest trace of the tumor could be felt. No reaction 
followed the operation. She kept her bed ten days or 
more, then resumed her accustomed duties, with a decided 
improvement in her general health. I subsequently saw 
the patient as often as once in two weeks; on each occa- 
sion a careful examination was instituted, but without result. 
Ten months after the operation, a prolonged examination 
failed to detect any sign of refilling, but in the vicinity of 
the former seat of the tumor, and along the course of the 
descending colon, on deep pressure, an indurated condition 
was detected. This was no doubt occasioned by a chronic 
diarrhea of years’ standing, possibly in part by the relics 
of the tumor. The clinical history of the affection rendered 
the diagnosis extremely doubtful. 

With a view to arriving at the true nature of the affec- 
tion, a brief review of the differential diagnosis of abdomi- 
nal and pelvic tumors is submitted as follows: As proved 
by aspiration, we have had to do with a cavity containing 
fluid, which fact of course excludes solid tumors such as 
uterine fibroid, prolapsed ovary, and fecal impaction. The 
nature of the fluid excludes over-distended bladder, hema- 
tocele, pelvic abscess, and probably uterine fibro-cyst, hy- 
dronephrosis, cyst of the broad ligament, and dropsy of the 
Fallopian tube. The absence of the characteristic signs of 
renal, cardiac, and tuberculous affections, and of malignant 
disease of the ovaries or other abdominal viscera, namely, 
cachexia, edema, gastric derangements, deposits in the lym- 
phatic system, blood in the fluid in the later stages; the 
localization of the fluid in an immovable sac, excludes gen- 
eral ascites. As regards the nature of the fluid, while in a 
vast majority of cases the presence of cholesterine may be 
considered as pathognomonic of ovarian disease, the fact | 
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should not be lost sight of that this element has been found 
certainly in hepatic cysts,! if not in other abdominal tumors 
than ovarian. This evidence, then, becomes doubtful in 
the present case. Again the failure to reaccumulate be- 
comes also a doubtful sign, since cases are recorded where 
three years have elapsed from the date of complete evacua- 
tion of an ovarian cyst, until its reaccumulation.? 

These doubtful facts, and other points in the history of 
the case, are unfavorable to either ovarian disease or en- 
cysted dropsy of the peritoneum. In the course of the prep- 
aration of this paper, while glancing over the general sub- 
ject of abdominal and pelvic tumors, under the head of He- 
patic Cyst (in Dr. Atlee’s work on ‘‘ Ovarian Tumors”), Case 
~ XXXVIII., I was struck by the similarity of symptoms, 
and the mystery in regard to my case seemed immediately 
solved; the tumor in my case being much smaller. By 
way of comparison, I will give a brief synopsis of Dr. Atlee’s 
case. | 

The patient was middle aged. Had exhibited signs of 
dropsy, for the relief of which tapping was recommended. 
When the patient presented herself to Dr. Atlee, she was 
emaciated, cachectic, and icteroid. The abdominal enlarge- 
ment was greater than at term, but not so symmetrical in 
shape. The shape of the abdomen did not vary by changing 
the position of the body. On pressure over the right portion 
of the umbilical region, there was a peculiar crepitation re- 
sembling that of air in the cellular tissue, and which was quite 
audible, per vaginam. The pelvis was found to be occupied 
by an elastic body. The sac was tapped, and twenty-seven 
pints of cider-colored fluid withdrawn. An oleaginous stra- 
tum floated upon its surface, and was found to be made up 
of innumerable shining particles like crystals or spangles. 
By the microscope, these last were found to be choles- 
terine. The day after the tapping, a careful examination 
failed to give any satisfactory evidence as to the existence 
of an ovarian tumor. The skin of the abdomen was of | 


1 Atlee, Ovarian Tumors, 133. 
2 Boston Medical and Surgical Fournal, December, 1874. 
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a peculiar leather-like appearance. The pelvis was entirely 
free, entire cavity four inches in depth. The idea of ovarian 
disease was now abandoned, and the case thought to be a 
cyst connected with the liver, and the patient placed on 
medical treatment. She recovered, and still enjoys excellent 
health.? 

In this connection, Dr. Atlee reports two cases of great 
interest, where the diagnosis was confirmed by autopsy. 
Case XXXVII., Hepatic Cyst associated with Pregnancy. 
Case XXXIX., Traumatic Cyst of the Liver. 

Case III. Mrs. W., aged thirty-six, native of England, of 
long-lived parentage, came under my observation in 1870. 
The patient was a thick-set blonde, of less than average 
stature, with general deportment peculiarly suggestive of 
hysteria. Menstruation appeared in the eighteenth year, 
continued with regularity, was scanty, and at times painful. 
She was married at twenty-two; gave birth to three living 
children ; miscarried once. She has one daughter de- 
mented ; another, younger, in whom the hysterical element 
is strongly developed. Her complaints are recited in the 
usual exaggerated manner. By superficial palpation, the 
abdomen was found covered with a thick layer of fat. Per- 
cussion, in every possible position, failed to elicit any signs 
of fluctuation. 

Digital exploration showed the vaginal walls to be lax, the 
cervix uteri in the usual condition of a multipara, the organ — 
more or less fixed, its cavity measuring three inches. Im- 
mediately below the cervix there protruded a smooth spheri- 
cal tumor two inches in diameter, elevated from the plane 
of the vaginal wall at least two and a half inches. By bi- 
manual palpation over the tumor and in the rectum, indis- 
tinct evidences of fluctuation were detected. It was evi- 
dent, by the sound, that the uterus and the mass behind it 


1 In comparing some of the symptoms of my case with those of Dr. 
Atlee’s, it might be thought that one was but a copy of the other. I 
can assure the reader that my notes were taken at the bedside, and 
the history of the case nearly completed a year before Dr. Atlee’s 
work was consulted with a special reference to it. 
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were more or less intimately connected. Notwithstanding 
the obscurity of these symptoms, I ventured to consider the 
case one of cystic tumor, of the exact nature and location 
of which I was in doubt. .I dismissed the patient with in- 
structions to use freely and regularly the chlorate of potash 
internally, and report to me from time to time. I saw her 
once in three weeks, for the next two years. At each visit, 
accurate measurements of the size of the tumor in Douglas’s 
cul-de-sac, and of the circumference of the abdomen were 
carefully estimated. At the end of two years, I examined 
the patient under anesthesia, and hence with more than 
usual care, and found no appreciable difference between my 
earliest and latest measurement ; the parts being, as far as 
I could detect, in about the same condition. During these 
two years she seemed to suffer from the presence of the tu- 
mor. Nevertheless I found good nutrition, and was informed 
by her friends that though she kept her bed, pretending to 
be unable to perform her usual duties, she always ate and 
slept well. From the moment 'the patient became conscious 
of the presence of the tumor, she clamored for an opera- 
tion, to which I finally consented by proposing an explora- 
tory puncture per vaginam. 

March 8, 1872. The patient being under ether and _ placed 
- on the left side, the parts were exposed anteriorly and pos- 
teriorly by Brown’s wire retractors, an exploratory trocar was 
passed in a downward direction into the mass in Douglas’s 
fossa. The instrument pushed through an inch of dense tis- 
sue, finally reached a cavity of some considerable size, and 
gave exit to twelve ounces of thin, light brown fluid. An as- 
pirator not being at hand, by means of a larger trocar, eight 
ounces more of the same fluid were removed. I then made 
an opening sufficiently large to admit the index finger. As 
far as could be reached, the lining membrane of the sac was 
of peculiar valvular formation. By a careful exploration bi- 
manually and otherwise, no trace of fluctuation could be 
detected. The uterus was more movable, the prominence 
in the vagina behind the cervix no longer present. 


The fluid, upon examination, showed sp. gr. 1008. Slight 
22 
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acid reaction, no albumen. When allowed to stand for 
several days, a brown sediment was thrown down, leaving 
the fluid in a bright, clear condition resembling rain water. 
The sediment, under the microscope, was found to consist 
principally of broken down blood cells. I still reserved my 
diagnosis. I endeavored to keep the opening patent for 
three weeks, and when the parts were thoroughly contracted 
the drainage tube was removed. I saw the patient from 
time to time during the next two years. There seemed, in 
her opinion, but little difference in her sufferings, but the 
tumor in Douglas’s fossa had certainly not refilled ; I there- 
fore considered the case one of cyst of the broad ligament, 
and cured by a single evacuation. I now lost sight of the 
patient. 

In 1874 the patient consulted Dr. Chadwick, still suffer- 
ing, as she claimed, from pelvic troubles. On relating her 
previous history, she was sent with a view to a thorough ex- 
amination, to the Carney Hospital, in the service of Dr. John 
Homans, where she was carefully examined by both Drs. 
Homans and Chadwick. Dr. Chadwick was of the opinion 
that he detected signs of deep-seated fluctuation, and with 
an aspirator confirmed the fact by removing eight ounces of 
brownish colored fluid. I am informed by Dr. Chadwick 
that the puncture on this occasion was made to the left ; 
also that there was no tumor presenting in Douglas’s fossa. 
The fluid was of precisely the same appearance as that re- 
moved by myself, but less in quantity. The following is 
the report of the analysis, by Prof. Edward S. Wood, of Har- 
vard University. 

Fune 9, 1875. Fluid from cyst in left peritoneum from 
_ Dr. J. R. Chadwick. Color pale, slightly acid reaction, sp. 
gr. 1008 ; somewhat florescent ; sediment slight, consisting 
of a very few blood globules; spores, and an amorphous © 
substance insoluble in acetic acid. No precipitate on dilut-_ 
ing, adding a drop of dilute acetic acid, and passing car- — 
bonic acid through it. Another portion was precipitated 
with alcohol, the precipate filtered and washed with alco- 
hol, when suspended in water boiled and filtered. The ad- 


! 
. 
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dition of alcohol ‘to this filtrate gave no precipitate, there- 
fore there was no paralbumen present. 

The patient was discharged apparently cured. In the 
spring of 1876 she again presented herself to Dr. Chad- 
wick. A careful exploration showed that the sac had re- 
filled, but there was no evidence of the tumor in the vagina. 
On this occasion eight ounces of fluid were removed. In 
color and quantity it corresponded exactly with that on for- 
mer occasions. The last part of the history of the case 
does not change my opinion in regard to the diagnosis. It 
is either a case that forms an exception to the general rule, 
namely, that cysts of the broad ligament are cured upon a 
single evacuation (of which there are cases on record) ; or 
else, we may have had to do with a multilocular cyst of the 
broad ligament. In support of the first of these supposi- 
tions, I will adduce the following case, reported by the late 
Dr. J. C. Nott, of New York, quoted by Dr. Peaslee.! 

In November, 1863, a tumor in a patient twenty-seven 
years old was diagnosticated as a unilocular ovarian cyst 
arising from the left side. She was tapped, and two gallons 
of limpid fluid removed, not tested ; in August, 1865, twenty 
months later, she was again tapped, and the same quantity 
of limpid fluid removed. Two months after this tapping she 
was married, and in May, 1867, gave birth to a living child. 
In August, 1868, she aborted at about six weeks, previous 
to which she had noticed some swelling, but only for a short 
time. This swelling increased, and in 1869 the tumor was 
removed, since which she has enjoyed good health. The 
tumor was balloon-shaped, slightly vascular, with a long 
pedicle. 

In support of the second proposition, namely, that it 
may have been multilocular, and the punctures made in. 
separate compartments of the tumor; among a series of 
thirty-two cases of abdominal, sections, by Dr. Péan, of 
Paris, four cases of multilocular cysts of the broad ligament 
are reported.” : 


1 Peaslee, Ovarian Tumors, p. 154. 
2 Lancet, July, 1876. 
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A CASE OF SOLID UTERUS BIPARTITUS; BOTH 
OVARIES REMOVED FOR THE RELIEF OF 
EPILEPTIC SEIZURES, ASCRIBED TO 
OVARIAN IRRITATION. 


BY E. RANDOLPH PEASLEE, M. D., LL. D., 
New York. 


In June, 1867, I was requested to examine the case of 
Mrs. A. P. F., of South Carolina, a very talented, highly edu- 
cated, and accomplished lady, twenty-four years of age. 
She had been married one year, but had never menstruated 
at all, or ever manifested any menstrual molimen, unless 
certain feelings of malaise, referable to the right ovarian 
region, and occurring at irregular intervals of five to seven 
or eight weeks, could be regarded as such. She was about 
five feet four inches in height, weighed one hundred and 
twenty pounds, was of general embonpoznt, and externally pre- 
sented a perfect womanly development throughout. There 
was no deficiency of sexual desire or excitability. On the 
contrary, she had been subject to intense sexual excitement, 
occurring at irregular intervals, and generally continuing 
several days. She was very fond of children. Her voice 
and manner, and her manners, were also delicate, refined, 
and in all respects decidedly feminine. She was a lover of 
poetry, and herself a poetess. 

I found the mamme, the vulva, the mons veneris, ee the 
pelvis, externally, to be perfectly developed ; and the inter- 
nal genitalia as follows: The vaginal touch showed that the 
vagina terminated in a cul-de-sac, at a depth of three inches. 
But I learned that a distinguished surgeon of Charleston, 
South Carolina, had a few months previously performed an 
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operation, which had increased its original length of two — 
and a half to nearly five inches at the time.’ 

A steel male bougie carried into the bladder could be 
swept freely to the right and left, without encountering the 
obstruction at the middle of the pelvis which the uterus 
should afford. The finger,now being introduced into the 
rectum, the point of the instrument could also be felt press- 
ing upon it through the walls of the bladder and rectum. I 
therefore decided that the uterus was, physiologically con- 
sidered, absent ; though a slight elevation on each side of 
the middle line, behind the bladder, was regarded as a rudi- 
mentary uterine mass. The Fallopian tubes were, therefore, 
supposed to be either entirely absent, or, more probably, ex- 
isting in a rudimentary state. 

Accepting the not very distinctly recognizable symptoms, 
which I have already mentioned as returning at irregular in- 
tervals, as an indication of the existence of one ovary at 
least, I found it possible, though difficult, by the rectal 
touch, to satisfy myself of the existence of one on the right 
side, and of its normal dimensions. The difficulty was es- 
pecially due to the fact that the ovary was nearer than usual 
to the internal edge of the iliacus internus muscle. I could 
not, by any of the methods of exploration then known, be 
assured of the existence of a left ovary, and therefore 
thought it most probably absent; though, from the state- 
ments in the first paragraph of this paper, I had inferred the 
presence of both ovaries. 

The case was then one of partially developed vagina, with 
(probably) an almost entire absence of the uterus and Fal- 
lopian tubes, and of the left ovary also, while the right ovary 
was normally developed. She had been the victim of re- 
peated attacks of hysterico-epileptic character ; and I shall 
never forget the expression of her intelligent features when, 
referring to her condition of amenorrhea and sterility, she 
said, “ Doctor, can’t you do something for me?” — nor my 
own feeling of regret that I was obliged to admit that I 
could not. 

1 See American Fournal of Medical Sciences, October, 1869, p. 585. 
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I did not again see Mrs. F. for nine years, or until May 
of the present year, when the following facts of her history 
during that interval were stated to me by her husband :— 

“The past eight years have been full of anguish, from epi- 
leptic seizures of almost weekly occurrence; and of late 
years, from a continual pain in the loins, sometimes pre- 
venting exercise. When the pains cease, nervous twitch- 
ings succeed, culminating in a seizure. Three years ago, 
despairing of relief from chloral, the bromides, etc., — they 
operating as a slow poison,—and wishing to seem to be 
doing something, I adopted the Baunscheide, or exanthema- 
tous treatment, and which has been continued up to the 
present time. Though the seizures have not been prevented, 
marked benefits have resulted to the general system. ... . 
But this liability renders her practically a prisoner, and re- 
stricts our social life almost exclusively to one another. . . . 
It seems important that these agonizing pains be relieved ; 
something must speedily be done, or life cannot long be 
supported, it seems to me, with seizures so frequent.” 

I ascertained, from subsequent inquiry, that the attacks 
no longer manifested any hysteric element, but were clearly 
and profoundly epileptic ; that she remained for hours un- 
conscious after them ; and that the strength of her intellect 
was being gradually impaired ; though, after recovering from 
each attack, she seemed impelled to write, or to devote her- 
self to music, or to embroidery, almost incessantly. 

On the 24th of last May I called Drs. Emmet and Thomas 
in consultation upon her case, when her husband still more 
minutely detailed her history, and the sad mental effects of 
the seizures ; adding, also, that four years ago she began to 


have violent choreic manifestations, which continued for : 


two years. | 
She had changed much since I saw her before. She now 
had a sad, anxious, and apprehensive expression, and was 


pale and thin. The internal examination was made under — 


the influence of ether. 


The condition of the vagina was found to be the same as 
nine years before, and my previous views respecting the — 
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condition of the uterus were confirmed by Drs. Emmet and 
Thomas. The only question of difficult solution was as to 
the presence or absence of either or both of the ovaries. 
We agreed, however, as to the presence of the right ovary, 
somewhat farther than usual from the middle line, and of 
normal size, as found by me in 1867; and, as far as we 
could judge from the expressions of the patient under the 
influence of the anesthetic, it was especially sensitive under 
pressure. Neither of us could obtain any evidence of the 
presence of a left ovary by any of the usual methods of ex- 
ploration. 

I then introduced the hand into the rectum sufficiently 
far, as I judged, to settle the question ; and merely demon- 
strated still more satisfactorily the size and location of the 
right ovary, but no left ovary could be felt. The same man- 
ipulation was also employed by Drs. Emmet and Thomas, 
with the same negative result. 

It appearing most probable that the ovary (or ovaries) was 
the source of the irritation inducing the epileptic seizures, 
and all the varied medication resorted to during the past 
nine years having proved ineffectual, the removal of the 
source of irritation seemed the sole course which promised 
any beneficial result. I had previously suggested this idea 
to the husband, who was a highly educated professional 
man, and had acquainted him with all the risks, and the re- 
sults of all the few previous operations of the kind, by Dr. 
Battey, of Georgia, and others. I, however, added, that I had 
never before seen a case in which I could recommend it, 
and did so in this instance, not for the removal of the pain 
complained of, but of the mental consequences of the ova- 
rian irritation. 

Drs. Emmet and Thomas fully agreed with me that, if the 
operation of removal of the ovaries for other than cystic or 
solid tumors of these organs be ever justifiable, it was so in 
this particular instance; and, after much deliberation, we 
decided that the operation for the removal of both the ova- 
ries (if two existed) should be proposed, with a clear state- 
ment of all the reasons in favor of and against it, and of its 


344 SOLID UTERUS BIPARTITUS. 


risks, and probable results if successful—the husband and 
the patient to decide whether to incur the risks or not. 

After consulting distant friends, they decided that the 
operation should be performed ; and this was done at the 
Woman’s Hospital in this city, June 7, 1876. 

Operation. — The patient being etherized, an incision 
three and a half inches long, and terminating one inch 
above the os pubis, was made, to the peritoneum ; and, after 
all oozing of blood had ceased, that membrane was also di- 
vided to the same extent. On attempting to pass the hand 
into the pelvis, through the incision, I found that the small 
intestines lay in front of the broad ligaments, where they 
were held closely packed, by an adhesion of slight extent of 
the intestine to the abdominal wall. | 

But, passing a steel bougie into the bladder to determine 
the extent of the adhesions before applying any force, I was 
guided to a point where the hand passed without much ob- 
struction. The small intestines did not fall into Douglas’s 
cul-de-sac at all. 

The right ovary was found precisely as expected, as to 
site and size; but it already had several small cysts on its 
surface, and also, apparently, two ovisacs matured, and ready 
to discharge their contents. The left ovary, of normal size, 
was also found about an inch below and behind its usual 
site, and had a liver-colored appendage to its surface; prob- 
ably a blood-clot from the previous rupture of a mature ovi- 
sac. On the inner surface of both ovaries the fimbriated 
extremities of the Fallopian tubes were conspicuous, and of 
normal development. 

Hastily examining the broad ligaments, I found them to 
pass obliquely upwards and outwards from the middle line 
behind the bladder, coming down at this point to a level 
with the fundus of the bladder when empty. Their borders 
were rounded, and nearly half an inch thick, and extended 
nearly to the ovaries, — an irregular mass intervening, which 
I did not consider it prudent to take the time to examine 
with care, but supposed to be the Fallopian tube in a rudi- 
mentary condition; while the only portion of tissue which 
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I accepted as uterine was the central mass behind the blad- 
der. This impression will be corrected farther on. 

There was no special difficulty in passing a double silk 
ligature through the attaching portion of the broad ligament 
below the ovary, and tying each half of the ligature around 
one half of the portion of ligament included by it. This 
was done on both sides ; the ovaries were removed by scis- 
sors, and all the ligatures were cut close, and left in the peri- 
toneal cavity. The abdominal incision was closed by silver 
sutures one third of an inch apart. No blood had fallen into | 
the peritoneal cavity, and therefore no sponging was re- 
quired. <A closed tube was, however, passed into the pelvis 
through the incision, to remain seventy-two hours, or more, 
should symptoms of septicemia occur. I need not give the 
details of the subsequent progress and treatment of the 
case, but will merely state the patient died sixty hours after 
the operation, of peritonitis. 

Post-mortem Examination, June 10, 1876, by Dr. E. A. 
Maxwell, pathologist of the Woman’s Hospital. — “A hard, 
conical nodule was found, on introducing the hand through 
the abdominal incision, on each side, the two meeting be- 
hind the bladder at their apices, in a pretty firm mass of tis- 
sue. The finger introduced into the vagina was arrested at 
about three inches ; and above this point to the union of 
the nodules above, a distance of about one and a half inches, 
nothing existed in the way of fibrous cords, nor the slightest 
canal, except some small blood-vessels. From the outer and 
anterior portion of the nodules the round ligaments were 
seen to be given off, and to take their normal course to the 
internal abdominal ring. 

“ After removal of the abnormal parts, the nodules meas- 
ured from the median line outwards to their base two anda 
half inches, while both the vertical and the transverse diam- 
eters at the base were three fourths of an inch. Longitudi- | 
nal and transverse incision of both showed no cavity. Join- 
ing the outer and inferior border of both were the Fallopian 
tubes, each being three inches long, and much convoluted, 
taking a downward, outward, backward, and then upward 
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course, and terminating in a large and perfectly formed fim 
briated extremity. The site of the ovaries was marked by 
two pedicles inclosed in silk ligatures.” 

The broad ligaments were short and thick, z. 2, they con- 
sisted merely of the peritoneal covering of the two nodules 
above described, and therefore presented the round and 
thick upper border, mentioned in describing the operation. | 
The nodules themselves were the two portions of a rudi- 
mentary uterus — uterus bipartitus of Kussmaul. 

“The ovaries, after hardening in chromic acid, were one 
and one fourth inches long, three fourths of an inch in 
breadth, and half an inch thick. Both showed several small 
cysts on the surface. The left had a polypoid projection at- 
tached to its lower border, three fourths of an inch long and 
broad by one half an inch in thickness, and which in the 
fresh state gave a sense of fluctuation, as though filled with 
coagulated blood. On section, each ovary contained several 
cysts of varying size up toa pea. Most of the larger cysts 
contained a colloid material; others were the seat of hemor- 
rhages. Small spots of the stroma were grayish in color, 
and of diminished consistence. 

“ Microscopic examination showed these grayish spots to be 
tissue undergoing colloid degeneration. The cysts also con- 
tained colloid material. The origin of most of the cysts 
proved to be cysto-colloid degeneration of the stroma (‘ Stru- 
ma ovarii’). 

“The polypoid projection noted on the left ovary was 
originally a colloid cyst, into which hemorrhage had taken 
place. Only three or four Graafian follicles were found, and 
these were dilated, and lined by flattened epithelium. 

“The ovaries were covered by their normal epithelium. 
Transverse sections of the Fallopian tubes showed them to 
contain a normal canal, whose lining membrane was cov- 
ered by a columnar epithelium, but no cilia were seen.” 

The wood-cut shows the parts removed, X 3. 
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A, the two unequal solid masses, representing the cornua and part of the corpus of the bipartite 
uterus. E, the remainder of the organ, also solid; the fundus of the bladder, when empty, 
lying on a level with its lower border. CC, the commencement of the two round ligaments. 
B, the right Fallopian tube, the left being crossed by the line ascending from the left round lig- 
ament. D, stump whence the left ovary had been removed, that on the right side being behind 
the convolutions of the Fallopian tube. F, pavilion of the left tube, below the latter. The right 
pavilion is seen to be higher than the left; the left ovary having been one inch lower in the pek 
vis, and further back than usual. 

G, right ovary laid open, showing gray spots of colloid degeneration, ovisacs, and colloid 
cysts. H, left ovary, showing cysts filled with colloid, and the polypoid mass on its lower ex- 
tremity, namely, a colloid cyst into which hemorrhage had occurred. 


Remarks. — Unfortunate as was the result in this case, I 
should not refuse to operate in another precisely similar one, 
and after a similar indorsement by so high authority. For 
I think the principle of the operation (it being proposed for 
the prevention of mental imbecility) is right; the final de- 
cision, howeyer, should always be left to the patient and her 
friends. The risk of peritonitis was, I think, much increased 
by the intensely hot weather, which commenced just at that 
time. But that this is, however, an operation always to be 
regarded as highly dangerous, is taught us by the fact stated 
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by Engleisch,! that of the cases of extirpation of a healthy 
ovary which had descended into the inguinal canal, and 
there become irreducible, one half have died of subperi- 
toneal inflammation and its results. This is the famous 
operation first performed a hundred years ago by Pott ; but 
is, we may suppose, much safer than that of Dr. Battey. 

The question has often been raised, whether, in cases of 
imperfect, or entirely absent vagina, the uterus is ever en- 
tirely and absolutely absent. Or, to vary the inquiry, is it 
to be assumed that, in such cases, a rudimentary uterus at 
least always exists? I submit the following remarks in elu- 
cidation of this subject : — 

1. Inasmuch as the Fallopian tubes, uterus, and vagina 
are developed from Miiller’s ducts, the existence of any, even 
a small portion of the vagina, may be accepted as evidence 
that the development of the uterus, and Fallopian tubes also, 
has at least been attempted, though that development may 
have been interrupted at any point. Some rudiments at 
least, therefore, of a uterus, may be assumed to exist. Kuss- 
maul, whose work? contains almost all that is known respect- 
ing the absence and imperfect development of the uterus, 
considers both its entire absence and its appearance as a 
mere fibrous thread, to be exceedingly rare, except as it oc- 
curs in monsters. Still, Dr. Hauff® published a case in 
which there was not even a trace of a rudimentary uterus or 
ovaries, though the vagina was present, ending, of course, in 
a cul-de-sac. 

2. On the other hand, if there be no vagina at all, there 
may still be a rudimentary, or a perfect uterus and ovaries. 
But if there has been no retained menstrual fluid, or men- 
strual molimen, and especially, if, together with these nega- 
tive conditions, and a want of decidedly feminine character- 
istics, the apparent ovaries have descended into the labia, 


1 Fahrbuch der K. K. Gesellschaft der Aerzte, in Wien, 1871. Quoted 
in Sydenham Society Yearbook, 1871-72, p. 291. 

* Von dem Mangel, der Verkiimmerung, und der Ver dopplang der 
Gebirmutter. Wiirzburg, 1859. 

8 Sydenham Soc. Bienn. Retrospect, 1873-4, p- 389. 
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there is pretty certainly no uterus at all; and for the reason 
that no development from Miiller’s ducts had occurred in any 
portion of their extent — they having disappeared, if they 
had ever existed ; while the apparent ovaries are really testes, 
and the case is one of “ transverse hermaphroditism, the ex- 
ternal organs being female.” ! 

The vertical dimensions, and therefore the direction of 
the upper border, of the broad ligaments, will depend, in this 
class of cases, upon the degree and the precise manner of 
development of the uterus. If the latter (and not the 
ovaries) be absent, or developed to a very slight degree, or 
in two portions meeting behind the bladder, as in the pres- 
ent case (uterus bipartitus), they extend, either straight or 
curved on their upper border, downwards and inwards from 
the ovaries, to meet on the middle line.” 

If there be no uterus, Fallopian tubes, or ovaries, there 
are, of course, no broad ligaments at all, and the bladder 
and rectum are bound together, as in the male. 

I close with some remarks upon the diagnostic value of 
the principal characteristics of the present case, in their 
bearing upon the question of the presence or the absence of 
the uterus and the ovaries, premising that it is impossible to 
determine the entire absence, or the lesser degrees of the 
merely rudimentary presence of the uterus during life. 

1. The perfect female figure throughout, including well 
formed mamme and a pelvis of the perfect female type, very 
frequently attends the merely rudimentary presence of the 
uterus, and but very rarely its entire absence. So, also, do 
the female characteristics, in voice, tastes, and temper. But 
all these combined are very much more common if the 
Ovaries are present, even though the uterus be absent. In 
other words, all these combined afford presumptive evidence 
that the ovaries are present, while they do not at the same 
time afford such evidence of the presence of the uterus. 
Exceptionally, however, all these characteristics coéxist 
with the entire absence of all the internal genitalia. 

1 For cases of this kind, see Obstet. Four. of Great Britain and Ire- 


land, June, 1876, pp. 171-178. 
2 Reference may be made to Fig. 18, p. 20, of Kussmaul’s work. 
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2. The menstrual molimen is, as has been remarked by 
Engleisch, usually entirely wanting, if there be a uterus, 
though the ovaries be present ; and of course is wanting if 
they also do not exist. Its absence, therefore, indicates, pri- 
marily, the absence of the uterus rather than of the ovaries, 
and sometimes of both ovaries also at the same time. The 
menstrual molimen may be equally absent, though there be 
Ovaries containing numerous ovisacs. This was the case in 
my specimen. 

3. Sexual desire does not necessarily imply the presence 
of a uterus, but is presumptive evidence of the existence of 
one ovary or both, except in cases in which the ovaries have 
previously existed, and have been removed, when it often 
remains undiminished. 

4. Hysteria, unmistakably developed, also affords pre- 
sumptive evidence of ovarian development and activity, 
though it is not always conclusive evidence, since it may 
occur in the male. At present, however, I think it suffi- 
ciently established by the observations of Négrier, Charcot, 
and others, that, as occurring in the female, it is always ova- 
rian, and is not uterine as the derivation of the word indi- 
cates. 

5. In reviewing the characteristics of the genital organs, 
in the above case, I remark :— 

(1.) A perfect development of the vulva affords no proof 
of the existence of any of the internal genital organs, since 
all the external organs may be normal, while the internal are 
entirely wanting, and vice versa. | 

(2.) The vagina is entirely absent, or terminates in a cul- 
de-sac of course, whatever its depth, in case the uterus is 
wanting. But as either of these conditions may also obtain 
when there is a uterus, they have no special diagnostic 
value in determining its presence or absence. If, however, 
the vagina be of normal length, and terminates in a cul-de- 
sac, the uterus is probably wanting, rather than existing 
rudimentally. These conditions of the vagina have, how- 


ever, no special diagnostic value in deciding whether there . 


be ovaries or not. 
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It follows, from these premises, that in such a case as 
mine, the uterus should be absolutely absent, or, far more 
probably, only rudimentally present ; and the ovaries nor- 
mally developed, though the existence of the left ovary was 
not demonstrated before the operation. This might, how- 
ever, I think, have been done, had I suspected that the 
Ovary was in an unusual position, and had sought for it 
there. It might naturally be inferred that the Fallopian 
tubes would also be wanting, or be found in a rudimentary 
condition, if the uterus be so; but here we find that their 
portion (the uppermost) of Miiller’s ducts were, like the lower 
half of the vaginal portion, normally developed ; while the 
rest of the vaginal, and all of the uterine portion remained 
in a solid rudimentary condition. 


DISCUSSION. 


Dr. TRENHOLME, of Montreal, remarked that he had twice 
performed the operation of what is called normal ovariotomy. 

The first case was in connection with fibrous tumor of the 
uterus. At each menstrual period the woman suffered excruciat- 
ing pain from ovarian congestion. The patient made a perfect 
recovery. 

In the second case the ovary was removed through the va- 
gina, for the relief of chronic ovaritis, with displacement. The 
operation was successful, as far as recovery from its immediate 
effects were concerned, but the patient was not cured of her in- 
tense suffering. 

He thought unless the ovary be raised up, as may happen in 
case of a tumor, it can be removed much more easily and safely 
through the vagina than by abdominal section. 

He was of the opinion that the pelvic cavity could be opened 
from the vagina with less risk than was generally supposed. 

Dr. Tuomas, of New York, reported three cases pertinent to 
the discussion. 5 

In the first case, a very delicate, nervous woman began to suffer 
from symptoms which were attributed to retroflexion of the uterus, 
with enlargement of the uterine body. Upon a more thorough 
examination it was found that one ovary was enlarged to about 
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the size of an orange, and was lying in Douglas’s pouch. The 
lady’s mental condition was very peculiar, and she became almost 
insane when she learned that she had an ovarian tumor. She be- 
lieved that her life would be doomed if the tumor was left until 
the full term for ovariotomy. ‘The ovary was removed by vaginal 
section, and the patient recovered without a serious symptom. 
The doctor remarked that it was the first case on record where 
an ovarian cyst had been removed through the vaginal walls. 

The second case occurred in a young woman twenty-one years 
of age, of delicate organization, who had not been able to walk for 
seven years. During that time she had suffered from symptoms 
very closely resembling the fetit ma/. But when those attacks 
were not present, she was almost insane from suffering at the 
menstrual epochs. ‘The patient was sent to the Woman’s Hos- 
pital, where she was seen by Drs. Peaslee, Emmet, Sims, and 
Noeggerath, five times, in consultation. Battey’s operation was 
finally performed, the patient being fully informed of the dan- 
ger. The abdomen was opened, the ovaries easily reached, and 
removed; they were about as large as English walnuts, and 
cystic to the last degree. The woman recovered without a bad 
symptom, as far as the operation was concerned, but her condi- 
tion remained unimproved. She was married immediately after 
the operation. For five months there was a metrostaxis, but 
since that time there has been no flow whatever. 

The third case occurred in the wife of a physician of this city. 
She suffered from temporary insanity at one time, attempting to 
take her own life, and again the life of her child. Her sufferings 


were extreme at the menstrual periods. She had a slight attack ~ 


of peritonitis about a year before the operation. An attempt 
was made to remove the ovary, in this instance, through the va- 
gina. It was about as large as a hen’s egg, and the adhesions 
which had been formed about it were so abundant that the opera- 
tion from that quarter was abandoned, and the ovary removed by 
abdominal incision. 

The patient died of acute peritonitis fifty-six hours after the 
operation. ; 

Dr. TRENHOLME remarked that he had opened the cul-de-sac 


about ten times. As a rule, no reaction had come on until about © 


the fifth or sixth day, yet in some instances mild symptoms of 
septic fever were then developed. Reaction from injury of the 


peritoneum was observed in only one or two cases. The pelvic 
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portion of the peritoneum was, in his opinion, much less sensi- 
tive than the supra-pubic portion. 

Dr. NOEGGERATH remarked that microscopical examination of 
the ovaries in Dr. Thomas’s second case disclosed the presence 
of Pacinian corpuscles. 

Now if the ovarian nerves underwent such remarkable changes, 
other nerves in the pelvic cavity might be similarly affected, a 
fact that might explain why improvement has not in some cases 
followed the operation for the removal of the ovaries. 

Dr. EMMET remarked that he would not sanction the opera- 
tion except in those cases in which epilepsy was present. An im- 
portant question to be considered, is the fact that many cases 
of pelvic neuralgia recover under a general tonic treatment 
directed to the cure of the anemia. He regarded it an oppro- 
brium upon the profession, if it was to be considered that we had 
no other resources for the cure of these cases than removal of the 
ovaries. 

Dr. PEASLEE, in closing the discussion, said that he wished to 
be understood as disapproving of normal ovariotomy, as generally 
understood by that term. In recommending the operation of re- 
moval of the ovaries, as in the present case, it would not be done 
to avert physical suffering, but to prevent the woman from be- 
coming idiotic, perhaps, through mental disturbances. 

23 
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ORIGIN AND HISTORY OF CALCULI FOUND 
IN THE BLADDER, AFTER THE CURE OF 
VESICO-VAGINAL FISTULA BY 
OPERATION. 


BY HENRY F. CAMPBELL, M. D., 


Augusta, Georgia. 


Ir will accord with the experience of not a few of those 
who operate for the relief of vesico-vaginal fistula, that a 
stone has occasionally been found in the bladder of their 
patients, at some time subsequent to the operation. This is 
by no means a common occurrence, nor, on the other hand, 
is it one without a goodly number of precedents. 

Cases of vesico-vaginal fistula, in which such calculi have 
afterwards been found, cannot, so far as my observation ex- 
tends, be said to differ in any of their obvious characteris- 
tics from ordinary cases of women laboring under the dis- 
tresses attending this serious accident of parturition ; the 
constant flow of urine, the excoriations and abrasions of the 
genitals and surrounding parts are alike in both cases, and 
of course in the bladder itself there is the same diminished 
capacity that has marked all the cases of such fistulze in the 
previous experience of the surgeon. 

These cases, like all others, are operated upon, and when 
cured by the closure of the fistula, are, after careful exami- 
nation, dismissed by the surgeon, he indulging in the re- 
flection that all anxiety in regard to them, and especially all 
operative procedures are at an end, so far at least as he is 


concerned. From this period — perhaps for some months © 


—no particular difference in their progress can be observed, 
even when they remain under the immediate care of the 
surgeon. It must be recollected that frequent micturition, 


a 
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and an incapacity to retain the normal amount of urine, 
marks, more or less prominently, the convalescence of al- 
most every patient in whom the fistula has existed for any 
considerable time previous to the operation. Scarcely any 
woman finds herself at once restored by the operation to her 
normal power of retention. It is only after the lapse of a 
considerable period, and after the bladder has regained the 
- full amplitude which it has lost by the contraction conse- 
quent upon the long drainage through the fistula, that we 
can expect the patient to retain her urine for the normal 
period. One of my patients, after a successful operation, 
insisted that she had not been cured, because she found her 
bed deluged with urine every morning, as had been the case 
for a long time previous to the operation, This woman had 
had the fistula for years, and her bladder had very little or 
no capacity, being but little larger than a moderate sized 
lemon. After the cure, she urinated very frequently through- 
out the day. At night, though there was no unusual irrita- 
bility, the organ could not contain the urine entering by the 
ureters for sheer want of capacity. It was filled and emptied, 
probably many times, during the night without waking her. 
By advising her to retain the urine, even though it gave her 
some pain, for a longer and longer interval during the day, 
the bladder gradually regained its tolerance and capacity, 
and she soon ceased to wet her bed. 

Cases of this general character I suppose to be by no 
means uncommon ; they give little or no uneasiness, for the 
symptoms decrease from day to day, and the bladder soon 
becomes normal in its power of retention, But there are 
certain other cases in which the symptoms of vesical irrita- 
tion and of limited capacity to retain the urine, are either 
more marked than common, or their duration is unusually 
protracted. This is the class of cases in which, on exami- 
nation, we sometimes encounter, either at the neck of the 
bladder or in the das fond, a calculus of considerable size. 
Though perhaps not very recently examined, still the period 
had not been very long passed when the examinations had 
been of daily occurrence. Yet, with all the repeated intro- 
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ductions of the catheter during the treatment, the calculus 
had never been encountered, or its existence even suspected. 

This brings us directly to the question which it is the ob- 
ject of the present paper to discuss, namely, What is the 
date, the origin, and the history, of a calculus which is found 
in the bladder of a woman recently cured of vesico-vaginal 
fistula ? 

The limited liability of the female to vesical calculus, in 
comparison with the male, has been variously accounted for. 
The less frequent exposure of women to the causes that 
produce spontaneous nuclei, which are in five sixths of the 
cases composed of uric acid, has been frequently assigned 
as greatly lessening their liability ; but the facility of early 
expulsion from the bladder, on account of the shortness, di- 
rectness, and dilatability of the urethra, is more frequently, 
and far more plausibly dwelt upon. I am inclined to be- 
lieve, from my own observation, that women are but little 
less liable to the production of uric acid concretions than 
men ; and further, there are many circumstances in the his- 
tory of multiple calculi in men, which make it highly prob- 
able that the production and passing off of spontaneous 
nuclei is far more common in them, than is generally recog- 
nized. It is well known that many of the most remarkable 
cases of this multiple variety would probably never have 
been detected, but for the existence of some obstruction — 
preputial, urethral, or prostatic—in the excretory passages, 
preventing the ready expulsion of the uric acid nuclei gen- 
erated in the secretory portions of the urinary apparatus. It 
is probable, then, that it is the facility of expulsion of these 
calculi, rather than their non-production in woman, that ren- 
ders her less frequently the subject of operations for the re- 
moval of stone than man. In the vast majority of instances, 
—even in men, I believe, but especially in women, — the 
minuter idiogenic calculi do not remain sufficiently long in 
the bladder to become the centres of calculous accretion to 
such an extent as to secure their permanent detention, In 
my experience, embracing over fifty cases of lithotomy, but 
five of the patients were females, and in one of them a for- 
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eign nucleus of considerable size—a quartz pebble — had 
been forcibly pushed into the bladder through the urethra. 

Notwithstanding their infrequent occurrence, owing to the 
conditions above referred to as unfavorable to the produc- 
tion of vesical calculus in the female, it is well known that 
“the calculous diathesis,” as it is called, whether of the 
uric acid or of the phosphatic variety, — is often found in 
this sex. The records of lithology are crowded with curious 
cases illustrative of the fact, that foreign bodies introduced 
into the bladder of the female are capable of modifying, by 
reflex irritation, the action of the secretory portion of the 
urinary organs, to an extent equal to their effect upon the 
male ; and that in them, calculous incrustations form upon 
such bodies, quite as rapidly and as frequently as in men. 

The peculiarities of the female urinary organs secure to 
the sex, as we have seen, a comparative immunity from ves- 
ical calculus. The presence of a considerable stone in the 
bladder of a parturient female, obviously could not fail to 
prove a dangerous, and perhaps disastrous complication. It 
would not, unless very large, necessarily present any serious 
obstruction to the passage of the head, but it could scarcely 
fail to result in serious injury to the soft parts intervening 
between the head of the child and the pelvic wall. As may 
readily be supposed, a stone will easily give rise to slough- 
ing, and the subsequent formation of a vesico-vaginal fistula. 

The following case, presented in rather minute detail, to 
evolve the circumstantial evidence upon which my argument 
is principally founded, will, I think, throw some light on the 
history of calculi found in the bladder, after the cure of ves- 
ico-vaginal fistula by plastic operation :— 


A Large Alternating Calculus found in the Bladder, after 
the Cure of Vesico-vaginal Fistula by Operation. 


PosTULATE. — Such calculi do not always result from the clos- 
ing of the fistula, but more often exist in the bladder, though not 
detected, at the time of the operation. They probably antedate 
the fistula, and are instrumental in its production during the 
labor. 
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Mrs. R., a young white woman, aged about twenty-eight 
years, was referred to me by Dr. Johnson, of Thomson, for 
treatment of a vesico-vaginal fistula, which had occurred 
immediately after her first labor, eight months previous. 
Her labor was represented to have been protracted. She 
was pale, emaciated, and miserable. From long and con- 
stant distress she had contracted the habit of morphine-tak- 
ing, and was suffering from its effects, in addition to the 
trouble with the fistula. 

There was nothing unusual in the history of the fistula ; 
a protracted labor was followed by considerable tumefaction, 
and difficult or obstructed micturition ; then, shortly after, 
by a sudden gush of urine, and since that, by a never-ceas- 
ing involuntary flow, which had continued to the present 
time. Indeed, this is the almost invariable history of vesico- 
vaginal fistula supervening upon a difficult or protracted labor. 

Examination showed a considerable opening in the vesico- 
vaginal septum, a little in front of the cervix uteri, probably 
somewhat anterior to the das fond of the bladder. I readily 
introduced two fingers into the bladder through the fistula, 
and with Sims’s speculum obtained a confirmation, scarcely 
needed, of the exact condition previously verified by the fin- 
ger. 

Assisted by Drs. Coleman, Geddings, Sterling, Robert C. 
Eve, and A. Sibley Campbell, I performed Sims’s operation, 
applying some ten or a dozen silver sutures. The case was 
then confided to the care of Dr. Sibley Campbell, who fre- 
quently changed the sigmoid catheter up to the ninth day, 
when the sutures were removed. The self-retaining cathe- 
ter was used for some time longer, when the patient was al- 


lowed to retain the urine fora few hours at atime, it being 


drawn off at intervals. The bladder, at first very much 
contracted, gradually became more tolerant of distention 
until it could retain water some eight or ten hours at a time. 

Towards the close of the after-treatment, on introducing 
an ordinary silver catheter one day, Dr. Campbell was 
greatly surprised to encounter a stone of considerable size, 
not very far from the entrance of the bladder! A trouble- 
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some plastic operation had just been successfully performed, 
and the woman cured of a distressing malady ; and nowa 
condition is discovered imperatively demanding the repro- 
duction of the very conditions which we had taken such 
pains to cure! It appeared to me inexplicable that we had 
not before encountered the stone, notwithstanding all the 
manipulation, probing, and exploring of the bladder pre- 
vious to, during, and after the operation. In the after-treat- 
ment, a catheter had been introduced three or four times a 
day, for many days; no grating or clicking had ever been 
perceived, and yet, now, at the very entrance of the blad- 
der, this large calculus is found, which had never before 
been suspected. The patient was too much enervated, from 
confinement and suffering, to submit to lithotomy, and to 
what might be equivalent to a second operation for fistula. 
She was sent home, with the promise of further treatment 
after she had recovered her strength. 

A letter from Dr. Johnson informing me that Mrs. R. was 
sufficiently recovered for lithotomy, also intimated that she 
desired there should be no delay in the operation, as “she 
now suffered greater distress from the stone than she had 
endured during the existence of the fistula.” With the as- 
sistance of some of the gentlemen before mentioned, I per- 
formed vesico-vaginal lithotomy, as described by Dr. T. A. 
Emmet,! of New York. 

An incision was made, upon a sound in the bladder, large 
enough to allow its passage through the vesico-vaginal wall, 
while the septum was steadied by a tenaculum. With the 
curved sound held in this opening, I divided the vesico-vagi- 
nal septum backwards in the median line for more than an 
inch, crossing the cicatrix of my former operation. A stone, 
as large as an English walnut, was readily removed by the 
forceps through the incision. 

Two points are dwelt upon by Dr. Emmet as worthy of 
note. Ist, the perforation of the wall with the tenaculum or 


1 Vesico-vaginal Fistula from Parturition, and other Causes, etc. 
By Thomas Addis Emmet, 'M. D., Surgeon-in-chief of the New York 
State Woman’s Hospital. New York, 1868, pp. 43, 190, 218. 
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the sound, to prevent sliding and displacement of the ves- 
ical and vaginal walls ; and 2d, the use of scissors for the 
incision,—I preferred the knife, simply because more ac- 
customed to its use. 

Although Dr. Emmet rather questions the necessity of 
sutures, under these circumstances, I have used them both 
times that I have operated. In the second case some nine 
or ten silver sutures were applied, the sigmoid catheter used, 
and all the other methods of after-treatment pursued, as in 
the previous operation. After the removal of the sutures, 
the case required little or no attention, and Mrs. R. soon re- 
turned to her home well, and she has had no trouble with 
either stone or fistula since. Dr. Emmet is probably cor- 
rect when he says that he has “always experienced the 
greatest difficulty in keeping the incision open where he 
wished to do so.” There is certainly the greatest difference, 
as to facility in healing, between lithotomy incisions and the 
freshened callous edges of a fistula following parturition. A 
few words will close my remarks in regard to the origin and 
presence of the above calculus, and in regard to vesical cal- 
culi sometimes found, after the cure of vesico-vaginal fistula 
by operation. Dr. Emmet, whose method of lithotomy was 
adopted in this and one other case, and to which I give my 
highest approval, expresses his opinion very distinctly as 
to the date and origin of vesical calculi found in patients, 
after several of his operations for vesico-vaginal fistula. In 
speaking of a stone supposed “not to have been smaller 
than a hen’s egg” found in the bladder of a patient, in April, 
1866, who had been cured by operation on January 27, 1865, 
of a vesico-vaginal fistula, that followed delivery in August, 
1864, he says, “ On the introduction of a sound through the 
urethra a large stone was detected, on which the bladder was 
firmly contracted ;” and he gives the following account of 
its etiology, date of origin, and genesis: “ There was no nu- 
cleus, but its formation was the result of chronic cystitis, 
which originated from the long retention of urine during 
the last labor; and, at the time of closing the fistula, the 
disease, as was proved by the result, had not yet been €n- 
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tirely removed. I directed that the bladder should be 
washed out several times’ a day with large injections of 
warm water, slightly acidulated by adding a few drops of 
nitric acid, as the most direct way of correcting the alkaline 
state of the urine, due to the condition of the bladder it- 
self.” After three months’ treatment he “reluctantly closed 
the fistulous opening again,” so fearful was he of the repro- 
duction of the stone. “It remains to be seen,” he con- 
cludes, “ whether the opening was closed too soon, for, with 
a recurrence of the inflammation, the calculus will form 
anew.” } 

Thus, it will be seen from the above, that Dr. Emmet cer- 
tainly regards these concretions as invariably originating sub- 
sequent to the fistula and consequent upon the operation 
that closed the opening. Whatever may be the grounds 
for such an opinion in regard to his own cases, I cannot 
admit such an explanation as pertaining to mine. It will 
be seen that Mrs. R.’s stone was a large, hard, and heavy 
concretion, which must have been many months — I believe 
many years —in forming. Indeed, I have no doubt that 
she was the subject of stone at the time of her labor and 
during the pregnancy, and therefore, of course, long pre- 
vious to the occurrence of the fistula. I will not deny that 
cystitis would tend to favor the modification of the urinary 
elements, both by its reflex influence upon the secretory 
function of the kidney, as well as by the products of fer- 
mentation that would be added to the constituents’ already 
collected in the bladder; but neither of these processes would 
account, to my mind, for the sudden appearance of so large 
a stone at so early a date after the closure of the fistula. If 
requested, then, to state the history of the stone in question, 
I would say, that the woman had probably been for some 
years the subject of ordinary vesical calculus. 

At the time of labor, it is not impossible that the stone 
may have fallen between the descending head of the child 
and the pubis, so that the intervening vesico-vaginal sep- 
tum, compressed and contused between the two hard sur- 


1 Op. cit., p. 44. 
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faces, was made to slough. Soon, the complete, sudden, and 
permanent evacuation of the bladder took place, by the for- 
mation of the fistula. The bladder became permanently 
contracted, and grasping the stone firmly, until, by closure 
of the fistula, distention of the bladder with urine was again 
possible. The stone was then released, and allowed to roll 
towards the neck of the bladder, where it was encountered 
by the catheter. It will be further seen that it is impossible 
in any other way to account for its sudden appearance, as 
the entire time, from the closure of the bladder by opera- 
tion, to the detection of the stone, could not have exceeded 
three weeks. I have little doubt that the above is the true 
explanation of the presence of the calculus in the case now 
under consideration, and perhaps might serve equally well 
in accounting for many others that have been detected in 
the female bladder shortly after the closure of fistulz, and 
the consequent redistention of the bladder. 

Reasoning, then, from my own case, and from others in 
which calculi of considerable size have been found to exist 
in the bladder, shortly after closing of fistulae by operation, I 
conclude, Ist, that in such cases the stone exists previous 
to the fistula, — perhaps causing the slough during the labor 
in which it occurs ; 2d, that, like the present stone, they are 
grasped by the empty bladder and remain imbedded during 
the entire period of the existence of the fistula; 3d, that 
when the fistula has been closed by operation, and the col- 
lection of urine in the bladder becomes again possible, the 
consequent distention releases the stone; the calculus is 


not, therefore, in process of formation in the bladder at that © 


time, but is only dscovered after the cure of the fistula. 

I would further add, in support of the above view, that 
the non-existence of such a pocketed stone cannot be in- 
ferred, from its not having been felt during the daily passage 
of the catheter, in the after-treatment of the fistula, —for, so 
long as the catheter is used for the purpose of keeping the 
bladder empty and preventing distention, the stone is never 
unpocketed. ie ne 

The bladder is never allowed to distend until after the use 


ee ~— 
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of the self-retaining catheter is discontinued. Unless the 
surgeon should pursue the plan of catheterizing the patient 
after the bladder has been distended, he would not be apt to 
detect the stone, even after distention had released it. The 
patient is generally discharged before any suspicion of the 
existence of any mechanical cause of irritation in the blad- 
der is awakened. It is only months after, that, by the con- 
tinuance of vesical distress, the surgeon is led to the discov- 
ery of the calculus. 

The two practical deductions from the above interpreta- 
tion of my case of vesical calculus, found after fistula, are 
the following: First, that careful examination should be 
made for stone previous to the closure of the fistula, in all 
cases in which the known circumstances attending the oc- 
currence of the accident do not exclude the possibility of 
its presence in the bladder ; and secondly, that all patients 
should, previous to eeeharee, be subjected to careful sound- 
ing, after the cure of the fistula and distention of the blad- 
der by urine, or by the injection of water. 
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RARE FORMS OF UMBILICAL HERNIA IN 
THE FETUS. 


BY JAMES R. CHADWICK, M. D., 
Boston, Mass. 


UmBILICAL hernia in the new-born child is of sufficiently 
common occurrence to be familiar to all practitioners. The 
hernial sac is rarely larger than an acorn, and ordinarily 
contains but few intestinal convolutions, which readily re- 
treat into the abdominal cavity when the sac is squeezed be- 
tween the fingers. The neck of the sac, by which it com- 
municates with the abdomen, is often large enough to admit 
a finger, and therefore presents no obstacle to the reposition 
of the extruding intestinal coils. When the protrusion of 
the intestines through the umbilical ring of a newly-born 
child is prevented for a length of time by the pressure of a 
pad, supported by a bandage, the opening in the abdominal 
walls gradually contracts, until its closure is complete. 

This reparative process clearly indicates one of the agen- 
cies whereby umbilical hernia is produced during the growth 
of the fetus. Deficient development of the “abdominal 
plates” of embryonic life is generally accepted as the chief 
factor, but it must be borne in mind that the diminished ca- 
pacity of the abdominal cavity, which would result from the 
complete closure of imperfectly developed plates, might still 
suffice to contain the abdominal organs, in case they were 
equally undeveloped. If, however, the volume of the abdom- 
inal organs be too great to be easily embraced by the under- 
sized abdominal walls at the period when the latter should 
normally close, the intra-abdominal pressure prevents the re- 
treat within the abdominal walls of a certain portion of those 
intestinal convolutions, which have, until that time, lain nor- 
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mally in the umbilical cord. Under these conditions the ab- 
dominal plates coalesce, except at the point where intestinal 
coils interpose between their opposite borders. If artificial 
pressure be subsequently applied to the extruding mass of 
intestines, it may be crowded back into the abdomen, owing 
to the distensibility of its walls, and to the fact that its con- 
tained organs are, after birth, being repeatedly emptied and 
hence diminished in bulk. Under these circumstances the 
abdominal walls are free to unite, which they speedily do. 

From the specimens of umbilical hernia in the Warren 
Museum of the Harvard Medical College, I might adduce 
several instances of this form, but they are sufficiently well 
known to require no illustrations. Specimens four and five 
are probably of this nature, but as they present other com- 
plications, they may best be considered in another place. 

There is, however, another agency by which umbilical 
hernia may be brought about, without the assumption of any 
deficient growth in the abdominal plates. For a proper un- 
derstanding of this point, I must revert briefly to the devel- 
opment of the intestines. 

The alimentary canal is formed by the curving forwards 
of the internal layer of the blastodermic membrane, so as 
to constrict the vitelline sac, and ultimately to divide it into 
two cavities ; one of these is the intestinal canal, which ap- 
pears as a straight tube, closed at the ends ; the other is the 
umbilical vesicle. The cavities intercommunicate at the 
outset by a large opening, which, by subsequent changes, 
becomes a canal—the omphalo-mesenteric duct. The blood 
vessels, ramifying in-the vitelline sac, become consolidated 
into two principal arteries and two veins, which convey all 
the nourishment to the embryo at this period, when the pla- 
cental circulatory system has not been formed. These are 
termed the omphalo-mesenteric vessels. The arteries are 
the main branches of the embryonic vertebral arteries, which 
later fuse to form the abdominal aorta. They give off many 
branches to the intestines, and then spread out on the 
umbilical vesicle. The veins return from the vesicle, and 
after receiving branches from the intestines, unite to form 
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a single trunk, which enters the lower end of the heart. As 
the placental system is developed, those vessels of the.other 
system which ramify on the vesicle (omphalic) are super- 
seded by the placental, and gradually diminish in size until 
they disappear. Those vessels which are distributed to the 
intestines (mesenteric) continue to develop, being then sup- 
plied with blood from the placental circulation. 

In the omphalo-mesenteric duct, which connects the ali- 
mentary canal with the umbilical vesicle, and in the vessels 
that traverse its walls, we at once discover a possible cause 
for the extra-abdominal position of some of the coils into 
which the intestine is thrown, by its subsequent very rapid 
growth in length. We have only to conceive that the um- 
bilical vesicle and its duct, with their vessels, fail to atrophy 
in the process of embryonic growth, and persist, to a later 
period than usual, as a cord anchoring that portion of the 
intestinal tube, with which they are in connection, outside 
of the umbilical ring. Here, as above, the umbilical hernia 
is due simply to the retention of the intestines outside of 
the umbilical ring, the difference being confined only to the 
agency whereby the deformity is produced. In the one 
case, the retreat of the coils into the abdomen is resisted 
by the exaggerated intra-abdominal pressure; in the other, 
by the outward traction of the still attached and persistent 
omphalo-mesenteric duct. 

It is rare that the connection of the duct with the intes- 
tine can be demonstrated, as specimens seldom come into 
our hands early enough in the process of development. 
Kraemer,! however, describes a case in which, on dissection, 
he found the liver occupying the greater part of the hernial 
sac. The umbilical vein was already obliterated ; the ura- 
chus with both umbilical arteries could be traced, as an ob- 
literated cord, to a point near the insertion of the round lig- 
ament into the abdominal walls. Between this cord and the 
ligament the hernial sac was connected with a coil of the 


1 Heilung eines sehr grossen, s. g.angebornen Nabel- oder Nabelschnur- 
Bruches. Zeitschrift fiir rationelle Medicin N. F. Bad. III, p. 218. 


1853. 
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ileum, sixteen inches above the cecal valve, by a ligamentous 
appendage. When the intestine was opened, a small canal 
was seen entering the appendage to the depth of two lines. 
This was clearly the remains of the omphalo-mesenteric 
duct. The traction exerted by it was such as to produce an 
acute flexion of the intestine at the point of insertion, but 
no occlusion. The presence of the liver in the hernial sac 
will be considered later. 

The omphalo-mesenteric duct is usually patulous until 
about the end of the fourth week of fetal life. It then rap- 
idly shrivels to a thin cord, and disappears by the end of the 
sixth week, when the intestine retreats into the abdominal 
cavity, and the umbilical ring closes.. The remains of the 
duct in the umbilical cord may be seen as a slender pedicle 
as late as the end of the third month, and vestiges of it — 
and even of the vesicle — have recently been discovered in 
many placentz and cords, after delivery at full term.} 

Specimen one (Plate I.) is an anencephalous fetus, with a 
hernial sac over an inch long, connected with the abdominal 
cavity by a pedicle nearly as large as a goose-quill, and meas- 
uring three quarters of an inch in length. The sac contains 
many convolutions immediately continuous with the intra- 
abdominal portions of the alimentary canal. No trace of the 
omphalo-mesenteric duct can be found on the intestine, but 
it undoubtedly persisted until the abdominal walls had closed, 
so as to prevent the retraction of the imprisoned coils. In- 
stances of such herniz may be found in medical literature. 
They may be distinguished from those forms that are due to | 
deficient growth of the abdominal plates, by the fact that 
the hernial sac lies at a distance from the umbilicus, being 
connected with it by a neck. Opposition to the entrance 
into the abdomen of the extruding coils of intestines at the 
sixth week of embryonic life, would manifestly have no 
power to remove the intestines to a distance from the abdo- 
men, as in the class of cases now under consideration. 

Specimen two (Plate II.) is a fetus with an umbilical hernia, 


1 Schultze. Das Nabelblischen, ein constantes Gebilde in der Nachge- 
burt des ausgetragenen Kindes. Leipzig, 1861. 
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which is quite unique with respect to the length and attenu- 
ation of the canal which connects its sac with the abdominal 
cavity. The distance of the sac from the umbilical ring is an 
inch and three quarters. The two portions of the intestinés 
that pass into, and out of, the ring, can be inflated to a point 
nearly half way to the sac, where they are evidently occluded 
by a post-mortem contraction on the part of the cord. I 
have no doubt that during life the intestinal canal was patu- 
lous throughout its whole course. 

This fetus presents many deficiencies of development, but 
none of interest in this connection, except the absence of the 
anus, and the termination of the alimentary canal as a blind 
pouch soon after its return to the abdomen. 

Ahlfeld? has recently called attention to the frequent co- 
incidence of congenital umbilical hernia with atresia ani, 
and pointed out the probable dependence of the latter mal- 
formation upon this displacement of the intestines. For a 
proper understanding of the subject, it is necessary to refer 
again to the earliest embryonic form of the intestinal canal 
as a straight tube closed at both ends. The allantois soon 
forms as an offshoot of the intestine at its lower end. The 
cavity of the allantois is subsequently divided into two 
halves, the anterior of which becomes the urogenital canal, 
while the posterior half —continuous with the intestinal 
canal — forms the anterior wall of the rectum. At about 
the ninth week of fetal life the rectum opens into the anal 
groove. Several weeks before this occurs, it will be remem- 
bered, the abdominal walls should normally have closed. If, 
however, a portion of the intestines be contained in a her- 
nial sac external to the abdomen, owing either to persistence ~ 
of the omphalo-mesenteric duct, or to non-union of the ab- 
dominal walls at the median line, the end of the rectum 
would, in all likelihood, be drawn away from the perineum, 
and thus fail to be in a position to connect with the anal 
groove, and to establish its excretory opening. As a re- 
sult, therefore, of umbilical hernia, we may, and often do 
have an imperforate anus, and the rectum terminating ina 


1 Archiv fiir Gynekologie, Bde. V. 2, p 230, and X. 2, p. 394. 
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blind pouch within the abdominal cavity. Of course this 
phenomenon would not take place unless the traction upon 
the rectum by the extruding intestines were sufficient to re- 
move its end from contiguity with the perineum. 

My second specimen may be regarded as a fair illustration 
of the views enunciated by Dr. Ahlfeld. So many coils of 
intestines are displaced to so great a distance from the 
abdomen, that the rectum terminates in a blind pouch soon 
after reéntering the abdominal cavity, no connection having 
taken place with the anal groove. In the first specimen, 
however, the hernial pouch is comparatively short, and con- 
tains comparatively few intestinal convolutions. Hence, the 
traction upon the rectum at the beginning of the third 
month may be assumed to have been but slight, and insuff- 
cient to drag it away from its natural position. We there- 
fore find, as we should expect, that the alimentary canal 
connects with the anus. In the third specimen, the whole 
alimentary canal, except the esophagus, is contained in the 
extra-abdominal sac, and terminates necessarily in a blind 
pouch. There is no trace of an anus, unless the small spot 
indicated in the drawing (Plate IV.) just beneath the umbili- 
cus — which is the opening of a minute canal that runs a 
short distance into the pseudo-cord, without, however, con- 
necting with its duct —can be regarded as an attempt at an 
anus. I am more disposed to consider this canal as a part of 
_ the undeveloped urogenital system. 

Specimens four and five, likewise, exhibit umbilical herniz, 
containing, besides the liver and spleen, the stomach, and 
_ many convolutions of the intestines, yet in each the rectum 
enters the abdominal cavity, and terminates in-a natural 
-anus. In these two cases the traction upon the rectum, 
if it had been due to persistence of the duct, would seem to _ 
have been sufficient to have drawn its end away from the 
perineum, and thus to have prevented the formation of the 
anus. Ahlfeld meets this objection to the general applica- 
- bility of his explanation, by supposing that the traction upon 
the rectum is not applied until the fusion of the terminal 
pouch and the anus has been effected. This view can 

24 


370 RARE FORMS OF UMBILICAL HERNIA IN FETUS. 


hardly be accepted, because the traction must exist, if at all, 
prior to the closure of the abdominal cleft at about the sixth 
week, whereas the junction of the rectum and anus does not 
take place until the ninth week. In other words, if there be 
be no dragging upon the intestines by a persistent omphalo- 
mesenteric duct before the sixth week, it cannot take place 
after the ninth week, because the abdominal walls will then 
have closed. 

These two cases may, however, be much more readily ex- 
plained, by supposing them to be due to deficient or retarded 
development of the abdominal walls. In that contingency, 
the hernial sacs would probably communicate with the ab- 
dominal cavities by rather large openings, which probably 
would not confine such coils, as had entered the hernia, 
until long after the rectum and anus had coalesced. Sub- 
sequent contraction of the abdominal walls at the median 
cleft might constrict the neck of the hernia until it should 
attain the small circumference found in the specimens. 
This suggestion receives some confirmation from the fact, 
that in the fifth specimen, the abdominal wall, with its in- 
tegument, is so tense as to have drawn the left leg and arm 
together, presenting a deformity that simulates the one so 
often produced by the cicatrices of extensive burns. 

Specimens three, four, and five (specimen six will be dis- 
cussed separately), differ from the previous ones in the pres- 
ence of several abdominal organs, notably of the liver, in the 
hernial pouch, besides the greater portion of the alimentary 
canal. This ectopia of the liver is by no means of rare oc- 
currence. In twenty-nine cases, in which Kraemer’ found 
the contents of the sac given, the liver was within its cavity 
twenty-two times. 

At first sight the prolapse of other organs than the intes- 
tines would seem to demand still further abnormities of 
growth for their production. A closer study of the devel- 
opment of the vascular system in the fetus will, however, 
demonstrate that the displacement of the liver, at all events, 
may be dependent upon the same causes as we have already 


discussed. 
1 Loc. cit., p. 234. 
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It has been stated above that the two omphalo-mesenteric 
veins form a single trunk before entering the lower énd of 
the heart. Around this trunk is formed the liver as an off- 


shoot of the intestines. The umbilical veins, coming from 


the placenta, empty into the omphalo-mesenteric veins at 
the point where the latter unite ina common trunk. The 
right omphalo-mesenteric vein and the right umbilical vein 
soon shrivel up and disappear. The left omphalo-mesenteric 
vein diminishes in size as the nourishment of the fetus is 
gradually transferred from the vitellus to the placenta, while 
for the same reason the left umbilical vein increases in calibre. 
The common trunk of the omphalo-mesenteric system, into 
which all four veins, at one time, empty, likewise gains in 
size and appears as the direct continuation of the only re- 
maining umbilical vein. It is subsequently known as the 
ductus arteriosus Arantit, The development of the vene 
hepatice advehentes from the umbilical vein proceeds in such 
a manner as to make the remaining omphalo-mesenteric vein 
empty into one of these branches, instead of into the main 
trunk as before. 

In 1850, Neugebauer’ published a theory, whereby he 
made the displacement of the liver into the hernial sac de- 
pend upon the junction of the omphalo-mesenteric and um- 
bilical veins lower in the abdomen than is customary, or 
even in the sheath of the umbilical cord. This abnormal 
fusion of the two veins he thought would be rendered pos- 
sible by a position of the duodenum unusually near to the 
navel. He admitted that the displacement of the liver might 


‘be further favored by the fact, that the organ is originally 


developed from this very portion of the intestines, and is 
permanently connected with it by the gall duct. ‘The mal- 
position of the duodenum he attributed to an abnormal 
course of the intestinal canal, whereby “ the right portion of 
the large intestine is displaced to the left side of the abdo- 
men, and the small intestine is, therefore, constrained to re- 


1 Ueber das Auftreten der Leber im Nabel als Fehler der Ersten 
Bildung. Caspars Wochenschrift fiir die gesammte Heilkunde, 1850, 
38, p. 607, and 39, p. 616. 
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main exclusively in the right side.” Owing to this derange- 
ment of the parts, the duodenum was supposed not to receive 
the habitual support from the transverse colon, and conse- 
quently prolapsed toward the umbilicus. 

This theory is an ingenious hypothesis, but has few, if any, 
facts in its support. On the other hand, the persistence of the 
omphalo-mesenteric duct and its vessels is quite generally 
accepted by embryologists as the determining cause of many 
cases of protrusion of the intestines into the umbilical cord. 
This being assumed to be correct, it is at once apparent that 
the same agency which displaces the intestines will also dis- 
place the liver, because one of the largest branches of the 
omphalo-mesenteric veins passes directly to the liver and 
might, in case it were unduly persistent, exercise consider- 
able traction upon the liver, in the same way as the duct 
itself and the other branch would upon the intestine. In 
Kraemer’s case, the round ligament of the liver was shorter 
than usual. As this cord is the obliterated umbilical vein 
' of the fetus, it is evident that the liver must have been dis- 
placed prior to the fusion of the umbilical with the omphalo- 
mesenteric vein, whose functions it usurped, or it would have 
appeared of normal length, and been coiled up by the de- 
scent of the liver. Undoubtedly, the development of the 
liver from the duodenum, and its permanent connection with 
it by means of the gall duct, are likewise. potent, if not the 
chief, factors. According to this view, the same abnormity 
of growth is the chief cause of displacement of both the liver 
and the intestines. 

In the ¢hivd specimen there is no spleen or pancreas, but 
the right kidney, and both genital bodies also, lie in the 
hernial sac. The left kidney is the only organ remaining in 
the abdominal cavity. The displacement of these other 
organs is not unnatural, when we consider that they are all 
connected with the liver and intestines by the peritoneum, 
and are, undoubtedly, dragged by means of it from their 
proper sites. The left kidney is the farthest removed from 
the liver and would naturally be the last dislodged. The 
force of the traction, in this specimen, is further illustrated 
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by the prolongation of the two pleural cavities just through 
the neck of the hernia, and of the pericardium as far as the 
umbilicus. The diaphragm is not distinguishable as such, 
but probably contributed to the formation of these pouches. 

One further peculiarity of the third specimen requires no- 
tice: the curvature of the spine to the right in the dorsal 
region, I can only regard this as an accidental complica- 
tion, due chiefly to the spina bifida, although the dislodg- 
ment of the liver may have exerted a traction that aided in 
determining the direction of the curvature. Foerster refers 
to the frequent coincidence with umbilical hernia, of ante- 
rior curvature of the vertebral column, so that the body ap- 
pears to be bent at its middle. This deformity is attributed 
to the absence of the support that is commonly given to the 
column by the abdomen and its contents, and to the traction 
applied to the middle of the column by the prolapsed or- 
gans. The last of my specimens is a remarkable instance 
of the extent to which this curvature may be carried, if the 
traction upon the middle of the column be greatly increased 
by an adventitious growth. 

Finally, specimen six (Plate V.) presents a new complica- 
tion of umbilical hernia, in the presence of a cyst as large as 
a medium-sized orange, which, growing from the vertebral 
column, has pushed the peritoneum, and all the abdominal 
organs, through the cleft in the abdominal walls. The source 
of this cyst cannot be definitely decided; it was bound 
firmly to the bodies of the lumbar vertebrae by many short, 
very strong fibrous bands, and was otherwise free over its 
whole surface. There was not the least indication of an 
opening in the spinal column, or of a pouch in the sac, 
which might suggest a former communication with the 
spinal canal. The entire absence of the right kidney sug- 
gests that this cyst may be an abnormal development of 
that organ, yet in that case;we should have no reason to ex- 
pect that it would be so closely connected with the vertebral 
column, and it is difficult to imagine that it could insinuate 
itself, in the process of development, beneath the inferior 
vena cava, so as to have that vessel crossing the cyst at its 
largest circumference. 
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In this specimen the abdominal walls were cleft from the 
ensiform cartilage to the pubes, the seeming deficiency of 
their development being very great. The defect may, ina 
measure, be one of appearance only, and attributable to the 
extreme curvature of the spine. It moreover requires no 
stretch of imagination to understand that the abdominal 
plates, even if normally developed, would be unable to en- 
compass a cyst, relatively as great as that here existing, be- 
sides the other organs, which commonly alone suffice to fill 
the cavity. This is, of course, on the assumption that the 
cystic formation dates from the earliest embryonic stage of 
development, as is probable. 

The spinal column, after dissection, was found to bend 
backwards to the extent of a right angle in the lumbar re- 
gion. There was extensive posterior spina bifida in the 
same region. The coccyx and sacrum were so displaced 
in their relations to the pelvis, by the traction of the cyst, 
that they projected above the pelvic brim, the point of the 
coccyx lying one half inch above the pubes. 

One common trait is noticeable in all but one of these 
specimens, — spina bifida. This I am inclined to regard as 
merely a coincident manifestation of deficient development, 
although in such a case as the sixth it is readily conceivable 
that the compression applied to the arches of the vertebrz 
by the extreme anterior curvature might easily become a 
cause of deficient growth, or even of the absorp of the 
compressed parts of the vertebra. 

Foerster! asserts that umbilical hernia is much more 
common in the female than in the male fetus, which state- 
ment brings to mind the saying of Aristotle: that the oper- 
ations of Nature tend to perfection in all things, even in the 
formation of human beings; but if a male cannot be pro- 
duced owing to the resistance of matter, then a female is 
the result. 

The other deformities presented by this series of fone 
will not be discussed: now, as the only object of this paper 
is to sketch in outline the varied causes of umbilical hernia, 
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SPECIMEN I. 


Fetus with Hernial Sac containing Intestines only. 
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and to illustrate (1) their frequent dependence upon an ab- 
normal persistence of the omphalo-mesenteric duct ; (2) the 
possible causal relation between such herniz and imperfo- 
rate anus ; and (3) the dependence of hepatic displacement 
in great measure upon the same cause as intestinal. 


DESCRIPTION OF THE SPECIMENS. 


All the specimens, except the sixth, had been preserved in 
alcohol for many months before the dissections and illustrations 
were made. The sixth was obtained in the fresh state. The 
preparations all belong to the Warren Anatomical Museum of 
the Harvard Medical College, and were placed at my disposition 
for study by the courtesy of the curator, Professor J. B. S. Jack- 
son, to whose catalogue I am indebted for many of the data re- 
corded. 

The plates have been made slightly diagrammatic by Dr. H. P. 
Quincy, for the purpose of rendering them more intelligible. 
They represent the specimens of natural size, except the sixth, 
which is reduced to one third of the natural size. 

The descriptions will not enter into detail upon points that are 
foreign to the subject of this paper. 

First SPECIMEN. (Plate I.) No history. Anencephalous 
fetus five inches long. Spina bifida of all the dorsal vertebre, 
but no cyst. Very sharp antero-posterior curvature of the spine 
in the dorsal region. The head is twisted to the left and closely 
united to the thorax by integument. The thoracic cavity is much 
flattened, and is smaller on the left side than on the right, owing 
to a slight twist in the vertebral column. The lungs are fused 
into,a single one, overlying the spine and extending further into 
the right side of the thorax than into the left. The heart is of 
very diminutive size, being smaller than in the second specimen, 
but of the same shape. 

The diaphragm is normal. There is no liver, pancreas, or 
spleen. In the abdominal cavity are two large kidneys and supra- 
renal capsules. ‘The s/omachis normal. Half an inch from the 
pylorus the smad/ intestine passes through the umbilical ring into 
a canal three quarters of an inch long, which communicates with 
an oblong hernial sac, an inch long. Within this sac is contained 
the greater part of the small and large intestines; the colon, 
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however, reénters the abdominal cavity, and descends at once 
into the pelvis, terminating in a very large rectum and anus, de- 
void of any constriction at the outlet indicating the presence of 
sphincters. Along the left side of the sac, continuous with it, 
lay the umbilical cord and vessels. 

SECOND SPECIMEN. (Plate II.) Presented to the Museum by 
Dr. H. Tuck. A blighted, very imperfectly developed fetus, one 
of triplets born prematurely ; the other two fetus belonged to 
about the sixth month of pregnancy, and were well formed exter- 
nally, excepting one hand and varus of one foot. 

The head and trunk together measure one and three fourths 
inches in length. The head is anencephalous, and the spine bifid 
throughout. The right upper extremity is wanting ; the left upper 
arm, five eighths of an inch long, is attached to the side; the 
lower arm and hand are very imperfectly formed. The left lower 
extremity is wanting. The right thigh is one inch long ; the leg 
two thirds of an inch long, very slender, and ends in a point, 
without a foot. ‘The thorax is flattened on the right side so as to 
obliterate the cavity almost entirely. The lungs are fused, the 
right appearing as a lobe, protruding from the side of the left 
lung, which consists of but one lobe. The heart is shaped like a 


mitten. On the right side the diaphragm is wanting ; on the left. 


it is normal. 

The “iver, pancreas, and spleen are wanting. The stomach is 
normal ; the iz/estines, after a few convolutions, pass through a 
very small umbilicus and thin cord to a sac with thin, transparent 
walls, one and three fourths inch distant from the abdomen, 
This sac contains the greater part of the small and large intes- 
tines ; the latter returns through the umbilical cord to the ab- 
dominal cavity, where it ends in a blind pouch. The two intesti- 
nal tracts in the cords can be inflated as far as the point Z, 
where they appear to be constricted by post-mortem twists and 
dessication of the cord. There is no anus or genital opening. 
The two kidneys and supra-renal capsules, and two small genital 
bodies are likewise contained in the abdominal cavity. 

THIRD SPECIMEN. (Plates III. and IV.) Presented to the 
Museum by Dr. ¥ R. Chadwick. — History: Mrs. B. was de- 
livered on March 14, 1875, at what was thought to be about the 
end of the sixth month of gestation, by operative procedure, in 
consequence of hemorrhage and a foul discharge from the vagina, 
which had persisted for six weeks and reduced the patient to a 
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SPECIMEN II. 


Fetus with Hernial Sac, containing only Intestines, 
I 3-4 inches from the Umbilicus. 


Heart. 

Lungs. 

Supra-renal capsules and kidneys. 

. Stomach. 

Genital bodies. 

Mesentery covering the terminal rectal pouch. 
Colon. 

Hernial sac. 

Placenta. 

Point at which the intestines are constricted. 
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perilous condition. The size (length four and three fourths 
inches) and condition of the fetus showed that it must have been 
dead for many weeks. No cause for the death was discovered at 
the time, but a recent dissection of the fetus has disclosed an 
absence of the laminze and spinous processes of the tenth, 
eleventh, and twelfth dorsal vertebra. There was no cyst con- 
necting with the spinal canal, or curvature of the column. The 
importance of examining the spinal column for such deficiencies 
of growth, with a view to elucidating the cause of a miscarriage, 
is made apparent by this case. 

On June 23, 1876, Mrs. B. again miscarried spontaneously at 
about the fourth month of pregnancy. The specimen was imme- 
diately preserved in alcohol and not examined until three months 
later. 

Specimen.— The placenta measured two by one and three 
fourths inches, and varied from one quarter to one half an inch in 
thickness. It was connected by the chorion with what, at first 
sight, was supposed to be a placenta succenturiata, about an inch 
in diameter and a quarter of an inch in thickness ; both surfaces 
of the latter were, however, seen to be covered with smooth mem-’ 
branes continuous with the fetal membranes. In these could be 
seen two vessels passing from the right border of the disk-shaped 
body to the placenta, in the substance of which they were lost. 
The centre of the supposititious second placenta was connected 
with the abdomen by an umbilical cord not over an eighth of an 
inch in length. 

The fetws was four inches long with the feet extended. The 
thorax contained both lungs and the heart in normal position ; 
the thymus gland was apparently wanting. Prolongations of the 
two pleural cavities extended through the pseudo-cord and ter- 
minated blindly, while a diverticle of the pericardium ended in the 
same way just within the umbilicus. There was no appearance 
of a diaphragm. 

The abdominal cavity was extremely small and only contained 
the left kidney. 

The disk-shaped body between the fetus and placenta proved 
to be a sac, the cavity of which communicated with the abdomi- 
nal cavity by means of the pseudo-cord. 

The Aernial sac contained the liver, the right kidney, two geni- 
tal bodies, the stomach, and the small intestines ending in a blind 
pouch. ‘There appeared to be no large intestine, spleen, or pan- 
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creas. The mesentery was inserted into the investing membranes 
of the sac at the line of junction of the anterior and posterior 
walls throughout the right half of the circumference. The esoph- 
agus passed from the stomach through the pseudo-cord, the ab- 
dominal and thoracic cavities to the mouth. 

Just below the umbilicus was the opening of a small canal 
which ran for half an inch through the walls of the pseudo-cord 
and hernial sac, without opening into their cavities ; it was prob- 
ably the urogenital excretory duct. : 

The vertebral column of the fetus showed a well-marked lateral 
curvature to the right, in the lower dorsal region, and posterior 
spina bifida, throughout the lumbar and sacral regions. 7 

FouRTH SPECIMEN. Presented to the Museum by Dr F F. 
ferry.— Anencephalous male fetus of about the fourth month, 
with the spine bifid throughout, and curved irregularly backwards 
and a little to the right. The head is rotated to left, and bound 
closely down upon the shoulder by integument ; the tension of 
the latter having been so great as to have drawn the lower jaw 
widely distant from the upper. The right upper extremity is de- 
ficient. The left scapula is displaced forwards, and the left arm 
so distorted that the elbow seems directed towards the front ; the 
hand is very strongly bent upon the fore-arm. Both feet are 
much bent upon the legs. 

The distance from the top of the sternum to the pubes is not 
over one and a half inches, owing to the curvature of the spine. 
The anterior abdomino-thoracic walls, especially their integu- 
ment, are very tense. On the left side the scapula and thigh are 
connected with each other, at a distance of three eighths of an 
inch apart, by tense integument. 

From an opening about one quarter of an inch in diameter are 
hanging, partly by the mesentery, the two lungs, the heart, liver, 
spleen, stomach, and greater part of the intestines; the colon, 
however, reénters the abdominal cavity, and on reaching the pel- 
vis becomes greatly distended, but finally ends in a natural anus, 

The thoracic cavity contains only the thymus gland. . 

The abdominal cavity contains two large kidneys, two testicles, 
a bladder, and rectum. The right supra-renal capsule is elongated, 
and drawn partially out of the abdomen by the traction of the 
extra-abdominal organs. There is no trace of a sac investing the 
prolapsed organs. 

FirTH SPECIMEN. Presented to the Museum by Dr. F¥. S. 
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SPECIMEN III. 


Fetus having a Hernial Sac connected with the Placenta by the Mem- 
branes, through which run two: Umbilical Vessels. Vide Plate IV. 
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SPECIMEN III. 


Heart. ‘ 
Left lung, the right having been removed. 


Bronchi. \ 


. Yellow body within the pericardium. 


Spine curved to the right. 
Esophagus. 
Kidneys. 


. Diverticle of the pericardium. 
. Genital bodies. 


Liver.. 


. Stomach. 
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Jones. — Fetus at about the fifth month. ‘The placenta ad- 
heres to the top of the head. The cranial cavity, which is large, 
was mostly filled by serum, though there was also an undevel- 
oped brain. The vault of the cranium is entirely wanting, the 
base being well developed.” The spinal column is curved to the 
right in the dorsal region, but is otherwise normal, as are the 
limbs, except “the left thumb, which is an oval mass of flesh, 
attached by a thread-like process,”’ and varus of both feet. 

The abdomino-thoracic walls seem normal, except that an 
opening one half inch in diameter exists at the umbilicus. The 
thorax contains both lungs, the heart, and the thymus gland. 
The diaphragm is entire. 

Through the umbilical ring passes the esophagus, the mesen- 
tery, and the colon. Outside the abdomen are the liver, invested 
over a great part of its surface by a thin membrane, which is in- 
timately connected with the upper border of the umbilical ring, 
and forms the chief apparent support of the liver. The stomach 
is closely bound to the liver by folds of peritoneum, and by ad- 
ventitious thin membranes, which likewise bind some few coils of 
the intestines to the liver. The spleen depends from the stom- 
ach. Nearly all the intestines lie without the abdomen; the 
colon, as soon as it reénters the abdominal cavity, descends at 
once to the anus, with which it is continuous. ‘The bladder, kid- 
neys, supra-renal capsules, and testicles, occupy the abdomino- 
pelvic cavity. 

The umbilical cord is independent of the hernial mass, the 
vein not entering the abdominal cavity, but passing directly to 
the cleft of the liver ; it is patulous. 

SIXTH SPECIMEN. (Plate V.) Presented to the Museum by Dr. 
M. B. Leonard, with the following history: The father and 
mother were healthy, and aged thirty and twenty-five years re- 
spectively. The mother had had no fright or anxiety during her 
first pregnancy, had felt vigorous fetal movements until labor was 
terminated, fifteen minutes before the arrival of Dr. L. The 
child was found in the bed, the cord having been lacerated ; the 
placenta, lying partly in vagina and partly in the uterus, was 
readily removed. ‘There was no hemorrhage from the uterus, or 
from the cord, which latter was torn across close to the placenta. 
From the report of the nurse, and the state of the bed, the 
amount of liquor amnii was assumed to have been small. The 
head and one foot had presented. No deformity of the pelvis, 
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or uterine tumor, are discoverable; there is no history of de- 
formities on either the father’s or mother’s side. 

Specimen. — The head seemed to have been subjected to pres- 
sure upon the left side, so as to be of ovoid shape, the two apices 
being at the right frontal bone and the left half of the occipital. 
The left ear was so flattened as to be very thin throughout, and 
almost devoid of the usual markings as well as of cartilage. The 
nose was likewise bent to the right side, and flattened upon the 
face. The 4ead was so rotated that the right lower jaw rested 
upon the right shoulder, and the right cheek upon the left thigh 
and leg. The arms were crossed upon the chest. The /egs were - 
bent backwards so that the right buttock was apposed to the 
right shoulder blade, the leg resting in the hollow of the neck, 
and the foot upon the left shoulder. The left leg lay alongside 
the right. This position of the legs was rendered possible by the 
extreme curvature of the spine backwards and somewhat to the 
right. | 
The sternum and thoracic integument were normal. An in- 
cision through the sternum in the median line revealed a large 
thymus gland extending from the upper to the lower margin of 
the sternum. The right pleural cavity was of fair size, and con- 
tained the right lung. On the left side the ribs were so flattened 
upon the spine as to. leave little or no thoracic cavity. 

The abdominal walls were widely cleft from the ‘sternum to the 
pubes. The left Zumg protruded through the abdominal fissure 
just below the ribs on the left side, resting upon the Zeart, which, 
inclosed within its pericardium, likewise protruded, and formed 
the upper portion of the hernial tumor. 

Next to the heart was the /iver, flattened and spread out over a 
large eyst. Its fissure was on the lower surface toward the right 
side, and received a large, still pervious, umbilical vein, which ran 
n the thin membranous walls of the hernial sac at their junc- 
tion with the abdominal integument on the right side, and ter- 
minated in a torn end near the bladder. When the liver was 
turned up, the gad/-bladder became visible, connected with the 
duodenum by the gad/-duct and by folds of the peritoneum. The 
stomach lay in the median line over the dobus Spigelit of the liver. 
The course of the duodenum was at first toward the right, but it 
very soon took a sharp turn to the left, the angle apparently 
being due to the traction of the bile-duct and its investing layers 
of peritoneum. Hanging from the stomach by a double fold 
of peritoneum was the sp/een. 
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SPECIMEN VI. 


Fetus with Abdominal Cleft, through which protrude the Heart, Left Lung, 
all the Abdominal and Pelvic Organs, besides a large Cyst. 


H. Heart. O. Right ovary. 

N. Liver. Q. Pouch from the bladder. 

A. Cyst. W. Exstrophied bladder. 

I. Ileo-cecal valve. X. Vena cava inferior. 

J. Labia majora. C. Colon. 

U. Umbilical vein. C W. Junction of colon and bladder. 
R. Undeveloped uterus.(?) 
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Beneath the liver and intestines was a cystic tumor as large as 
a medium-sized orange. From the under side of the liver and 
from the mesentery the peritoneum was deflected over the sur- 
face of the cyst so as completely to invest it. Resting upon the 
cyst, on either side, about an inch from the margin of the ab- 
dominal cleft, were two oval bodies, as large as white beans, sup- 
posed to be the ovaries. The sma// intestines hung freely from the 
mesentery. The cecum, cleft longitudinally throughout most of 
its length, ended in a blind pouch, the cavity of which was divided 
into two equal halves by a longitudinal septum. ‘The fissure in 
the colon extended to the d/adder, which was directly continuous 
with the intestine and exstrophied throughout. In its posterior 
walls was a depression, three fourths of an inch deep, which was 
lined with what resembled integument. Near the base of the 
bladder, on the right side, was a prominence formed of firm tis- 
sues, which Dr. Fitz found under the microscope to be composed 
chiefly of muscular fibres; this was possibly one horn of an 
otherwise undeveloped uterus. On the left side of the cyst rested 
one solid body and a group of small cysts, taken respectively for 
a supra-renal capsule, and a kidney which had undergone cystic 
degeneration. No right kidney could be found. The tumor was 
constricted at its middle by a large vein, beneath the peritoneum, 
which proved to be the zfertor vena cava. The large cyst was 
attached by firm fibrous bands to the bodies of the lumbar verte- 
bree, being otherwise free. The labia majora depended as two 
long folds of integument. ‘There was no anus or genito-urinary 
opening. 

On dissection by Dr. Fackson, a small cyst was found hidden 
in the gluteal muscles and communicating with the spinal canal 
by an opening in the upper sacral vertebre. 

The vertebral column, when straightened, measures five and 
one fourth inches from the atlas to the tip of the coccyx. The 
cervical and dorsal vertebre are rotated to the right so that the 
atlas ‘is at right angles with the lumbar vertebra. The spine 
is not curved above the lumbar vertebre ; in this region, however, 
it is bent so greatly backwards and to the right as to form aright 
angle. The sacrum and coccyx do not form the posterior wall of 
the pelvic cavity, but project across the pelvic brim, terminating 
one half inch above the pubes. The pelvis presents no other 
deformity except that the two pubic bones are one half inch 
apart, and are joined together by a firm fibrous band. The ribs 
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of the left side are bent forward upon themselves at their angles 
so as completely to obliterate the left thoracic cavity. Those on 
the right side are somewhat modified to meet the altered rela- 
tions. 

The large abdominal cyst was lined with a smooth membrane, 
and filled with a clear serum in which nothing characteristic was 
detected by Dr. Fitz. A round solid cord, as thick as ordinary 
twine, passed from one wall of the cyst across the cavity to the 
other, without being in any relation to the fetal vessels. 
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GUSTAV SIMON. 


WiTH each succeeding year, one by one the great men pass 
away, who have been identified with the progress of Medical 
Science, and their names are added to the roll of those whose 
memory is ineffaceable. Of no man can this be more truly said 
than of GusTav Simon, the melancholy news of whose sudden 
death reached us during the month of September, 1876, In him 
the art of Surgery, and with it no less that of Surgical Gynecology, 
has lost one of its brightest ornaments and most active pro- 
moters. 

Gustav SIMON was born in the city of Darmstadt, in 1824. 
In 1842 he commenced the study of medicine, first at the univer- 
sity of Giessen (where he took his degree in 1847), and later at 
Heidelberg. For several years he held the position of Military 
Surgeon in his native city ; his rapidly increasing private practice, 
however, soon induced him to relinquish this post. During the 
fourteen years of his practice in Darmstadt a number of contri- 
_ butions to surgical science emanated from his pen, the excellence 
of which spread the fame of the young surgeon throughout Ger- 
many, and resulted in his receiving a call to the chair of Surgery 
in the University of Rostock, a somewhat unusual honor to a 
simple practising physician, unconnected with a university. 

His publications up to this date were the following: “ The 
Quantity of Expired Air and its Measurement by the Spirometer ” 
(Inaug. Diss., 1848); “The Cutaneous Diseases illustrated by 
Anatomical Researches ” (1851) ; ‘On Gunshot Wounds, with a 
Report on the Wounded located in the Military Hospital at 
Darmstadt, during the Summer of 1849” (1851) ; “On the Cure 
of Vesico-vaginal Fistula” (1854); “‘The Extirpation of the 
Human Spleen, according to the Present State of Science” 


(1857). 
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In Rostock, Simon found ample material and increased conven- 
iences for the exercise of his eminently original and creative 
faculties, the fruits of which are recognizable in his “ Report of 
the Surgical Clinic at Rostock, during the years 1861-65 ” (1868), 
and his pamphlet “On the Operation of Vesico-vaginal Fistulz 
by the Deep Suture ” (1862), and on “ Uranoplasty ” (1864). 

In 1868, a call to the surgical chair at Heidelberg placed 
Srtmon in a still more favorable position to continue his scientific 
researches. His literary activity during his sojourn in Heidel- 
berg resulted in the production of one book, “ Renal Surgery,” 
Part I. (1871), and of numerous smaller papers such as: “ The 
Curette in Malignant Tumors of the Fauces, Vagina, and Rec- 
tum ;” “The Forcible Injection of Water and the Passage of 
Long Elastic Tubes into the Rectum ;” “The Introduction of 
the Whole Hand into the Rectum for Diagnostic Purposes,” etc. ; 
“Gunshot Wounds of the Knee and other Joints ;”’, “ Dilatation 
of the Urethra and Catheterization of the Ureters,” and others. 

His services as Surgeon-in-charge of the military hospitals in 
Heidelberg, during the War of 1870-71, will long be memo- 
rable to those whose good fortune placed them under his tuition 
or professional care. 

After seven years of energetic scientific labor, a gradually in- 
creasing physical disability, the nature of which remained un- 
known to Simon himself to the last, although recognized by his 
physician, compelled him in the fall of 1875 to withdraw tempo- 
rarily from his active duties and confine himself to his house, 
where his indefatigable mind occupied itself in preparing the 
second part of his ‘Renal Surgery” (which unfortunately re- 
mains to be completed, if possible, by other hands), and in re- 
viewing and criticizing Bozeman’s operation for vesico-vaginal 
fistula, which had recently been demonstrated in Germany and 
had found influential adherents. - This, his last literary labor, ap- 
peared in the “ Wiener Medizinische Wochenschrift ” during last 
July, and has been translated into English and published in the 
“Obstetrical Journal” of Great Britain and Ireland, for October, 
November, and December, 1876, and republished in the “ Rich- 
mond and Louisville Medical Journal” for January, 1877. 

After feeling unusually well for several days, so well indeed, as 
to make several operative engagements for the following day, on 

_ the evening of August 27th, at half-past six o’clock, SIMON was 
suddenly seized with alarming dyspnea, which increased during 
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the evening to such a degree as to induce him, with characteristic 
intrepidity, to demand the operation of tracheotomy. This was 
performed on the conscious and willing patient by his assistant, 
Dr. Braun, and although it to some extent relieved his sufferings, 
it did not succeed in prolonging his life, for at half-past twelve 
o’clock he quietly passed away. The autopsy disclosed a large 
aneurism of the descending branch of the thoracic aorta, the sac 
of which was filled with coagulated blood. 

On the 15th of September, 1876, before the news of Professor 
Srtmon’s death had become public in this country, the American 
Gynecological Society, at its first Annual Meeting, honored itself 
by electing him one of the three Honorary Fellows chosen from 
the multitude of illustrious German gynecologists. It is a mat- 
ter of congratulation to this Society that it was thus enabled, 
unwittingly, as it were, to pay a graceful tribute of respect to his 
memory. 

Only those who have had the good fortune to benefit by Pro- 
fessor SIMON’s unrivaled experience and originality of concep- 
tion, under his personal supervision and guidance, can adequately 
estimate the immense loss which the medical profession has in- 
curred by his death. More than by his confréres and the ad- 
vanced members of the profession ; more even than by the stu- 
dents, his pupils ; second only to the afflicted, who found kind and 
ready relief from his skilled hand, will his loss be mourned by 
those gentlemen, both native and foreign, who in the pursuit of 
practical surgical experience after graduation, found under his 
tuition what they sought in vain in other surgical clinics — the 
privilege of performing even capital operations on the living 
subject under the eye of the master. None of these gentlemen 
will ever forget the pleasant and profitable hours spent in the 
surgical operating room and wards at Heidelberg, or in assisting 
Professor SIMON in private operations, to which he was ever 
ready and pleased to admit professional visitors. It may well be 
said, that for the matriculated student, as well as for the tem- 
porary visitor, no surgical clinic offered advantages equal to those 
presented at Heidelberg during Srmon’s administration. 

The special branch of surgery to which Professor Srmon always 
inclined, and in which he achieved his greatest triumphs, is that 
comprising the surgical treatment of the defects and diseases of 
the female generative organs. Here his fertile imagination and 
unrivaled dexterity had scope for unlimited sway, and many new 
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methods and modifications of old operations owe to him their 
existence. 

For plastic operations he was especially famous, his results 
being chiefly obtained by the exercise of scrupulous neatness and 
care in paring, and untiring fidelity in fitting and uniting the 
edges of the wound. Through him the operation for vesico-vagi- 
nal fistula was first popularized in Germany, and its feasibility 
there demonstrated. ‘The last resort in desperate cases of this af- 
fection, colpocleisis, owes to him its adoption as a legitimate ope- 
ration, and by delicate, complicated, and laborious manipulations, 
he succeeded in curing or relieving numerous hitherto incurable 
cases of old perineal laceration, rectocele and cystocele, prolap- 
sus, and recto-vaginal fistula. His operation of posterior colpor- 
rhaphy for prolapsus uteri has become indigenous even in this 
country. His method of operating in vesico-vaginal fistula dif- 
fered from those adopted by Sims and Bozeman, but his results with 
silk sutures were as brilliant as theirs with silver wire. His mod- 
ifications of Sims’ speculum with auxiliary instruments for fistula, 
certainly enabled the operator to do what had previously been 
the greatest obstacle to the success of the operation in Germany, 
namely, to obtain full view of, and access to, the field of operation. 
His exceptional boldness and originality are further evidenced 
by his method of diagnosticating pelvic and abdominal tumors 
with the whole hand introduced into the rectum, and by his rapid 
dilatation of the female urethra, and catheterization of the female 
ureters, the two last of which manipulations were published dur- 
ing the closing year of his life. . 

In stature, SIMON was somewhat above the middle height, with 
a slight tendency to fullness. His manner was quick and de- 
cided, his speech terse and to the point, occasionally even blunt, 
a peculiarity which at first might repel the visitor, but which was 
quickly forgotten in the admiration excited by the genius of the 
man, and the recognition elicited by the kindly acts of which the 
earnest visitor was sure to become the recipient. He was averse 
to all pomp and display, and, with characteristic simplicity, never 
paraded his deeds or honors before the world. In one particu- 
lar, however, he was self-asserting and persistent, namely, in the 
defense of his own original ideas and operations against all at- 
tacks, whether on the grounds of priority or correctness. 

To fill the chair left vacant by Stmon will prove no easy task. 
Surgeons of such originality of conception, and boldness and 
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dexterity of execution are few, and it will be difficult to find at 
present in Germany an operator who possesses these faculties 
combined in so pronounced a degree, as did the man to whose 
memory this tribute of respect and affection is offered, by one 
who can never forget the many kindnesses received at his hands. 
As his deeds are immortal, so may his memory never fade! / 
PauL F. MunpE, 


INDEX. | 


Abdominal pregnancy treated by laparotomy, 185. 
Abortion, effect of carbonic acid gas in, 167. 
effect of gossypium in, 128. 
effect of viburnum in, 128, 129. 
Addison’s disease in pregnancy, 161. 
Address, annual, by President, 31. 
Albuminuria, relations of, to pregnancy, [39. 
Amendments of by-laws, 12. 
Amenorrhea. See Extirpation of Ovaries, Iot. 
Annual address by President, 31. 
Annual meeting, place of first, 6, 9. 
Annual meeting, place and time of second, 25. 
Annual assessments, 12. 
Assessments, 12. 
Atlee, W. L., Vice-president, 13, 15. 
on use of ergot in fibroids of uterus, 182. 
Atmospheric pressure, influence of, in rectification of uterine displace- 
ments. See Pneumatic Self-replacement of Uterus, 198. 


Barker, Fordyce, President, 5, 15. 
annual address, 31. 
remarks at close of session, 27. 
rematks on influence of latent gonorrhea upon fertility in 
women, 298. 
remarks on urinemia, 304. 
remarks on uterine flexures, etc., 81. 
remarks on viburnum prunifolium, 133. 
Barnes, Robert, Honorary Fellow, 14. 
on the relations of pregnancy to general pathology, 137, 166. 
remarks upon uterine flexures, 83. 
remarks upon laparotomy, 194. 
Battey, Robert, 15. 
on extirpation of the functionally active ovaries for the remedy 
of otherwise incurable diseases, Io1. 


390 INDEX. 


Bixby, George H., 15. 
on cystic tumors of the abdomen and pelvis, 326. 

Board of Trial, provision for, 11. 

Buckingham, Charles E., 15. 

Busey, Samuel C., 15. 

Byford, Wm. H., Vice-president, 13, 15. 
remarks on cicatrices of the cervix uteri and vagina, 99. 
remarks on the diagnostic value of the ovarian cell, 196. 
on the spontaneous and artificial destruction and expulsion 

of fibrous tumors of the uterus, 168. 

By-laws of the Society, Io. 

Byrne, John, 15. 
remarks upon uterine flexures, 89. 


Calculi found in the bladder after the cure of vesico-vaginal fistula by 
operation, origin and history of, 354. 
Campbell, Henry F., 16. 
on the origin and history of calculi found in the bladder after 
the cure of vesico-vaginal fistula by operation, 354. 
on pneumatic self-replacement in dislocations of the gravid 
and non-gravid uterus, 198, 244. 
remarks on urinemia, 304. 
remarks on the genital lesions of childbirth, 315. 
Candidates, nomination of, 8. 
Caustics to cervix uteri, 94. 
Cervix uteri, cicatrices of, 22, 9I. 
Chadwick, James R., Secretary, 13, 16. 
labor complicated with uterine fibroids and placenta previa, 
255. 
rare forms of umbilical hernia in the fetus, 364. 
remarks of, at the inaugural meeting, 3. 
remarks on the etiology of uterine flexures, 89. 
remarks on the diagnostic value of the ovarian cell, 195. 
remarks on the influence of atmospheric pressure in the re- 
duction of uterine displacements, 241. 
remarks on the influence of latent gonorrhea upon fertility in 
women, 294. 
Childbirth, some of the genital lesions of, 306. 
Chloral Hydrate, use of, in obstetrics, 246. 
Coccygodynia. See Extirpation of Ovaries, ror. 
Code of ethics of American Medical Association not adopted, 25. 
Committee, Auditing, 21, 25. 
Committee on Nominations, 9, 21, 26. 
Constitution of the Society, 8. 
Constitution, amendments to, 9. 


INDEX. 391 


Convulsions, Uremic, 304, 305. 

Corpuscles, Drysdale’s, 194, 195, 196, 197. 
Council, first meeting of, 7. 

Council, duties of, 10, 25. 

Cystic tumors of the abdomen and pelvis, 326. 


Dalton, John C., letter from, requesting fresh specimens of ovaries for 
investigations in reference to the corpus luteum, 23. 

Destruction and expulsion of fibrous tumors of the uterus, 168. 
Dislocations of the uterus, pneumatic self-replacement of, 198. 
Drysdale, Thomas M., 16. 

remarks on the use of ergot in uterine fibroids, 183. 

remarks on the diagnostic value of the ovarian cell, 195. 
Duncan, J. Matthews, on central rupture of the perineum, 121. 
Dysmenorrhea. See Extirpation of Ovaries, Iol. 

use of viburnum prunifolium in, 131. 


Eclampsia in pregnancy, 166. 
Elm tampon for the vagina, 95, 99. 
Emmet, Thomas Addis, 16. 
on the etiology of uterine flexures, with the proper mode of 
treatment indicated, 48, go. 
remarks on cicatrices of the cervix uteri and vagina, 99. 
remarks on the use of ergot in uterine fibroids, 184. 
remarks on atmospheric pressure in replacement of uterine 
dislocations, 239. 
remarks on the lesions of childbirth, 315. 
remarks on the removal of the ovaries for epilepsy, 353. 
Engelmann, George J., 16. 
remarks on the diagnostic value of the so-called ovarian 
cell, 194. 
Epilepsy. See Extirpation of Ovaries, Io1. 
in pregnancy, 166. 
ovaries removed for the cure of, 340. 
Ergot, use of, in the treatment of fibroid tumors of the uterus, 168, 
183, 184. 
Ethics, code of the American Medical Association not adopted, 25. 
Eve, Joseph A., Honorary Fellow, 14. 
Expulsion of fibrous tumors of the uterus, 168. 
Extirpation of the functionally active ovaries, Iot. 
Eye, affections of, due to pregnancy, I50. 


Fellows of the Society, founders, 15. 
present at the inaugural meeting, 4. 
election of, 8. 


392 INDEX. 


Fellows, Honorary, 8, 14. 

Fertility in women influenced by latent gonorrhea, 268. 

Fibrous tumors of the uterus, destruction and expulsion of, 168. 
complicating labor, 255. 

Flexures, uterine, the etiology of, 48. 

Fetus, umbilical hernia in the, 364. 


Genital lesions of childbirth, 306. 
Genu-postural position for replacement of the uterus, 198. 
Glandular system as affected by pregnancy, 143. 
Glycosuria, relations of, to pregnancy, 149. 
Gonorrhea, latent, its influence on fertility in women, 268. 
Goodell, William, Councillor, 13, 16. 
clinical memoir on some of the genital lesions of childbirth, 
300. 
remarks on the use of ergot in pregnancy complicated with 
a fibroid tumor, 183. 
Gossypium, its use in abortion, 128. 


Hemorrhage, uterine, in pregnancy, I55. 
use of viburnum prunifolium in, 131. 
Hermaphroditism, 318. 
Hernia, umbilical, in the fetus, 364. 
Honorary Fellows, 8, 14, 26. 
Howard, William T., 16. 
remarks on uterine flexures, 86. 
remarks on immediate closure of perineal ruptures, 316. 
Hydrate of chloral, use of, in obstetrics, 246. 


Inaugural meeting, 3. 
Ingham, James V., 16. 


Jenks, Edward W., 16. 
viburnum prunifolium, its uses in the treatment of the dis- 
eases of women, 127. 
remarks on the treatment of’ perineal laceration, 316. 
Johnson, J. Taber, 16. 
remarks on the influence of latent gonorrhea upon fertility in 
women, 298. 


Keith, Thomas, Honorary Fellow, 14. 

Kidneys, as affected by pregnancy, 147. 

Knee-elbow position, for replacement of the uterus, 198. 
Koeberlé, E., Honorary Fellow, 13. 


INDEX. 393 


Labor, complicated with uterine fibroids and placenta previa, 255. 
Lacerations of the cervix uteri, treatment of, 93. 
Lacerations of the perineum, treatment of, 306. 
Laparotomy, case of abdominal pregnancy treated by, 185. 
Lesions of childbirth, genital, 306. 
Letter from Dr. J. C. Dalton, requesting fresh specimens of ovaries for 
investigations of the corpus luteum, 23. 
Letter from Society of Superintendents of Institutions for Idiots, 24. 
Liver as affected by pregnancy, 146. 
Lusk, William T., 16. 
remarks on the influence of malaria upon puerperal diseases, 
164. 
Lyman, George H., Councillor, 13, 16. 
Lymphatic system, relations of, to pregnancy, 152. 


Malignant disease of the uterus, death from urinemia in certain cases 
of, 301. 
Mammary gland as affected by pregnancy, 145. 
Mania. See Extirpation of Ovaries, Ior. 
McClintock, Alfred H., Honorary Fellow, 14. 
Melasma in pregnancy, 158. 
Menopause, effect of extirpation of the ovaries upon, I19. 
Menorrhagia, use of viburnum prunifolium in, 131. 
Menstruation, vicarious (xenomenia), 135. 
some relations of, to pregnancy, 157. 
Mortality from extirpation of the ovaries, 118. 
Mundé, Paul F., Treasurer, 13, 16. 
remarks on the use of viburnum prunifolium, 133. 
remarks on the influence of atmospheric pressure in the re- 
duction of uterine dislocations, 240, 241. 


Neuralgia from cicatrices of the cervix, 99. 
ovarian. See Extirpation of Ovaries, rol. 
Noeggerath, Email, 17. 
latent gonorrhea, especially with regard to its influence on 
fertility in women, 268, 299. 
remarks on the similarity between epilepsy and eclampsia, 166. 
remarks on the changes induced in the ovarian nerves after 
removal of the ovaries, 353. 
Normal ovariotomy, remarks on the use of the term, IIT. 
Nymphomania. See Extirpation of Ovaries, ror. 


Obstetric practice, hydrate of chloral in, 246. 
Officers of the Society, election of, 5, 9, 13, 26. 
Opium, use of, in uremic convulsions, 304, 305. 


394 INDEX. 


Order of business, I1. 
Origin and history of calculi found in the bladder after the cure of 
vesico-vaginal fistula by operation, 354. 
Ovarian cell, diagnostic value of, 194-197. 
Ovarian neuralgia. See Extirpation of Ovaries, ror. 
Ovaries, extirpation of the functionally active, ror. 
indications for the extirpation of, 112. 
removal of, for epilepsy, 340. 


Papers to become the property of the Society, 12. 
Parvin, Theophilus, Councillor, 13, 17. 
an illustration of xenomenia, 135. 
remarks on the mode of death by urinemia in malignant 
diseases of the uterus, 304. 
Pathology, general, relations of to pregnancy, 137. 
Peaslee, E. R., 17. 
remarks at the inaugural meeting, 3. 
case of solid uterus bipartitus ; both ovaries removed for the 
relief of epilepsy ascribed to ovarian irritation, 340, 353. 
remarks on uterine flexures, 81, 89. 
remarks on the relations of general pathology to pregnancy, 
163. 
remarks on the influence of atmospheric pressure in the reduc- 
tion of uterine dislocations, 243. 
Penrose, Richard A. F., 17. 
Perimetritis, due to gonorrhea, 274. 
chronic, 279. 
Perineum, rupture of, 121, 306. 
Pessaries, application of, in the genu-pectoral posture, 231. 
Pigmentation in pregnancy, 157. 
mammary, case of, 165. 
Placenta previa and uterine fibroids complicating labor, 255. 
Pneumatic self-replacement in dislocations of the gravid and non- 
gravid uterus, 198. 
Pregnancy, relations of, to general pathology, 137. 
abdominal, treated by laparotomy, 185. 
President of the Society, duties of, Io. 
Proceedings at the Inaugural Meeting, I. 
Proceedings at the First Annual Meeting of the Society, 19. 
Quorum of the council, Io. : 
Quorum of the society, 12. 


Reeve, John C., 17. 
Report of the Treasurer, 25. 


INDEX. 395 


Richardson, Wm. L., 17. 
on hydrate of chloral in obstetric practice, 246. 
case of mammary pigmentation, effect of incision upon, 165. 
Rupture of the perineum, 121, 306. 
central, of the perineum, 121. 


Salivary glands, as affected by pregnancy, 145. 
Schroeder, Karl, Honorary Fellow, 14. 
Sebaceous glands, as affected by pregnancy, I51. 
Secretary, duties of the, Io. 
Sinclair, Alex. D., 17. 
Simon, Gustav, Honorary Fellow, 14. 
obituary notice of, 384. 
Sims, J. Marion, Councillor, 13, 17. 
sxene, Alex, J. C., 17. 
on cicatrices of the cervix uteri and vagina, 91. 
remarks on the use of opium in urinemia, with malignant dis- 
ease of the uterus, 304. 
remarks on immediate closure of the lacerated perineum, 315. 
Smith, Albert H., 17. 
remarks on the influence of atmospheric pressure in the re- 
duction of uterine dislocations, 240. 
Spleen, relations of, to pregnancy, 143. 
Stearrhea cerulea in pregnancy, 159. 
Storer,,D. Humphreys, 17. 
Storer, H. R., on the importance of the uterine ebb as a factor in 
pelvic surgery, 22. 
Sudoriferous glands, as affected by pregnancy, I51. 


Tait, Lawson, on hermaphroditism, 318. 
Taliaferro, Dr., remarks on the frequency of leucorrhea after marriage, 
208. 
Taylor, Isaac E., 17. 
remarks on uterine flexures, 87, 89. 
Thomas, T. Gaillard, 18. 
address of welcome at the First Annual Meeting, 20. 
case of abdominal pregnancy treated by laparotomy, 185, 196. 
remarks on the use of ergot in uterine fibroids, 184. 
remarks on the ovarian cell, 196. 
remarks on the removal of the ovary for epilepsy and abnor- 
. mal mental conditions, 351. 
Thyroid gland, as affected by pregnancy, 143, 144. 
Trask, James D., 18. 
Treasurer, duties of, Io. 
report of, 25. 


396 INDEX. 


Trenholme, E. H., Dr., remarks on the influence of latent gonorrhea 
upon the fertility of women, 293. 
remarks on removal of the ovary, 351, 352. 
Tumors, cystic, of the abdomen and pelvis, 326. 


Umbilical hernia in the fetus, 364. 
Uremic convulsions, use of opium in, 304. 
Urinemia, death from, in certain cases of malignant disease of the 
uterus, 30I. 
Uterine fibroids and placenta previa, complicating labor, 255. 
flexures, the etiology of, 48. 
hemorrhage, use of viburnum prunifolium in, 131. 
Uterus bipartitus, case of, in which the ovaries were removed for epi- 
leptic seizures, 340. 
cicatrices of the cervix uteri and vagina, 91. 
death from urinemia in certain cases of malignant disease of 
the, 301. 
destruction and expulsion of fibrous tumors of, 168. 
dislocations of, treated by pneumatic self-replacement, 198. 


Vagina, cicatrices of, 9I. 
Van de Warker, Ely, 18. 
Vesical calculi, after operation for vesico-vaginal fistula, 354. 
Viburnum prunifolium, uses of, in the treatment of the diseases of 
women, 127. 
as preventive of abortion, 128. 
Vicarious menstruation, 135. 


Wallace, Ellerslie, 18. 

Wells, T. Spencer, Honorary Fellow, 14. 

White, James P., 18. 
remarks on uterine flexures, 85. 
remarks on viburnum prunifolium, 133. 

Wilson, Henry P. C., 18. 
remarks on uterine flexures, 88. 
remarks on the immediate closure of perineal ruptures, 315. 
remarks on the influence of atmospheric pressure in the re- 

duction of uterine dislocations, 244. 
Wiltshire, Alfred, on death from urinemia in certain cases of malig- 
nant disease of the uterus, 3o1. 
Wright, Melville B., Honorary Fellow, 14. 


Xenomenia, an illustration of, 135. 


_ 
wen ee: eS ee a eee eee eee ee eee 


P 
s 
' 
: 
. 
, 
a 
. 
4 
? 
* 
* - 
4 
i > 
i J i Yi 
“ ’ 
”~ 
w , 
) . 
3 
4 
- at ’ 
ro 
’ 
é 
. 
' 
‘ 
ch 
yin ee. 
Ws 
4 
‘ . 
> eh 
: t 
: 


yy Ane 
Tah ee Fe Eo 


vo (eBay 


“le ake 
pater “y 


Le foe 
tate hs 
i= % 
Sp 
t 


. 
al : 
e 
‘ 
4 
’ 
ry 
“aa y 
— 
‘ 
] : 
s 
- 
a ae 7 
yoy 
; i 
ee , 
I . . 
Hers i * 
‘ 
1 Gad 


ei oy 
pay 


. 


5 . » pe 
! ‘Sony oh: Sos Be 
t4¥h3 arhar ep AN ngs 


Mah Sow Nes iat 
1 APR 


ee 


4 


e *: vob a 
oa = \ 
>» P 

. 

a” > 

* 
' 
‘ , 
3 
__ 
' 


< 
. 
< 
- 
< 
- 
, 
. 
z 7a 
“ Pi . 
A “air . 
: - 
Ve > 
~ ee . 


BOSTON PUBLIC LIBRARY 
HANMER 
3 9999 08998 096 3 


